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I asked the reason why the sac- 
rament of extreme unction was 
instituted by Christ and has since 
been administered by His priests 
to the faithful who are in danger 
of death, many a knowledgeable 
Catholic would answer most con- 
fidently: ‘In order to prepare for 
death, judgment, and eternity the 
souls of those who are about to 
die.”’ 

That answer is correct but in- 
complete. Though it expresses the 
truth and nothing but the truth, it 
does not state explicitly the entire 
truth. And it is the failure of so 
many to appreciate in its total sig- 
nificance the God-given purpose 
of this sacrament that accounts 
for their regrettable failure to de- 
rive from extreme unction that 
maximum of sacramental benefits 
which Christ has put at the dis- 
posal of those so seriously ill as 
to be in at least some danger of 


death. 


From the Council of Trent we 
have the Church’s most explicit 
declaration of the several proxi- 
mate effects which extreme unc- 
tion, according to the efficacious 
intention of Christ Himself, is de- 
signed to achieve: 


. . the complete effect of this sacra~- 
ment [of extreme unction] is explained 
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in the words: ‘And the prayer of faith 
will save the sick man, and the Lord 
will raise him up, and if he be in sins, 
they shall be forgiven him” (Jas. 5:15). 
For this effect is the grace of the Holy 
Spirit, whose anointing takes away sins, 
if there are any still to be expiated, and 
removes the traces of sin; and it com- 
forts and strengthens the soul of the sick 
person. Encouraged by this, the sick man 
more easily bears the hardship and trials 
of his illness and more easily resists the 
temptations of the devil who lies in wait 
for his heel. This anointing sometimes 
restores health to the body if health 
would be of advantage to the salvation 
of the soul.t 


From this statement of the 
Council it is clear that the proxi- 
mate purposes of extreme unction, 
as established by Christ Himself, 
are reductively four: (1) the de- 
letion of sin,? if any remain as yet 
unforgiven; (2) the remission of 


1Denzinger-Bannwart, Enchiridion sym- 
bolorum, definitionum et declarationum 


de rebus fidei ef morum, §909; English 


translation taken from The Church 
Teaches (St. Louis: Herder, 1955) 
§ 833. 


2The ordinary means of obtaining for- 
giveness of personal sin is by proper 
reception of the sacrament of penance 
which usually precedes extreme unction. 
However, circumstances can arise in 
which the efficacy of sacramental abso- 
lution could be at least doubtful and 
where the remission of sin would be 
more surely accomplished by means of 
anointing. 
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temporal punishment* still to be 
exacted for sin; (3) spiritual 
strength and solace to help the 
sick person resist temptation and 
tolerate the discomforts of his ill- 
ness; (4) sometimes restoration to 
health, if that in God's wisdom be 
to the spiritual advantage of the 
patient. 


It stands to reason that any sac- 
rament, since it is of its nature a 
supernatural entity, is designed at 
least principally for a purpose 
which is also supernatural. This 
is more specifically apparent in 
Trent’s enumeration of the sev- 
eral effects of extreme unction as 
quoted above. The soul's restora- 
tion to and preservation in perfect 
spiritual health is, of course, the 
primary function of this sacrament 
and infinitely surpasses in value 
any added benefits of a corporeal 
kind. But not to be overlooked as 
adjuncts to these sacramental 
graces are certain material advan- 
tages which by divine intent are 
also to ensue from the reception 
of extreme unction. Besides 
cleansing the soul of all residue of 
sin and of liability to temporal 


’Such is the mysterious perniciousness of 

sin in its influence upon the human soul 
that, even after the offense itself has 
through God's mercy been forgiven in 
literal totality, there usually remain 
upon the soul some residual effects of 
one’s sinful self-indulgence. These 
“scars” of forgiven sin may be healed, 
wholely or partially, either through the 
efficacious performance of penitential 
works in this life or through the fruitful 
reception of extreme unction. If any 
“flaw” of this sort still remains at the 
time of death, divine mercy has pro- 
vided in purgatory a remedy which of 
its nature is effective within a limited 
duration of time. So infinitely exalted 
is the perfection of God that no soul 
with the least blemish can be admitted 
to His company, 
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punishment, and in addition to 
strengthening the soul’s resistance 
against temptation to sin, this sac- 
rament is also calculated to make 
physical suffering more tolerable 
and even to restore the patient to 
physical health if that should be 
to his supernatural benefit. Thus 
it can be correctly said that the 
therapeutic potential of extreme 
unction is not entirely restricted to 
the supernatural order but also 
impinges to a considerable degree 
upon the natural. 


The foregoing theological truths 
regarding the effects of extreme 
unction should not be novelties to 
the informed Catholic. Why is it, 
then, that so many patients are 
reluctant to receive this sacrament 
until such time as death is cer- 
tainly imminent? Why are so 
many doctors opposed to their 
patients’ being anointed except in 
extremis? Why are next of kin so 
often of the same _ conviction? 
Why — and this is most difficult 
of all to understand ~ are some 
priests disinclined to administer 
extreme unction unless it is appar- 
ent beyond doubt that death is 
quite proximate? 

At least part of the answer lies 
in an all too common misconcep- 
tion that extreme unction is meant 
to be exclusively a sacramental 
valediction, a final purgation to be 
accomplished only at the terminus 
of one's earthly existence in imme- 
diate preparation for transit to 
eternal life. Because anointing is 
so generally regarded as but the 
proximate prelude to death, recep- 
tion of extreme unction is for 
many as naturally distasteful and 
dreadful as is the prospect of 
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death itself. Even of those who 
can face death most calmly, there 
are some whose conviction it is 
that this sacrament is more fitting- 
ly received only when the end is 
quite close at hand, lest its efficacy 
wear thin over a longer interval. 
And finally, there is the diffident 
ultraconservative who feels that 
he would somehow be cheating 
God and the Church if, after re- 
ceiving the graces of extreme unc- 
tion, he should fail to die and be 
returned to a workaday world 
spiritually overdressed in apparel 
proper only to heaven. 

It is in an effort to dispel these 
and similar misconceptions that 
the subsequent comments are of- 
fered. Such questions as the fol- 
lowing suggest some of the prac- 
tical aspects of extreme unction 
which should be of concern to 
doctors, professionally committed 
as they are to the spiritual as well 
as to the medical welfare of their 
patients: 


1. Who is eligible for extreme 
unction? 

2. In the course of protracted 
illness, may and should this sac- 
rament be repeated — and if so, 
at what intervals? 


3. When death as the result of 
present illness is foreseen to be 
relatively remote, should the pa- 
tient be anointed immediately or 
only when death is more or less 
proximate? 

4. May surgical patients be 
anointed before a serious opera- 
tion is begun? 

5. Why is extreme unction 
~ sometimes administered after death 
and sometimes withheld? 
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ELIGIBILITY FOR EXTREME 
UNCTION 

It is the explicit teaching of the 
Church that extreme unction may 
be administered (a) only to a 
properly disposed Catholic who 
(b) after attaining the use of rea- 
son (c) is in danger of death (d) 

from some intrinsic malady. 


(a) Quite reasonably does the 
Church insist that her sacraments 
are reserved exclusively for Cath- 
olics who desire to receive them 
and who are spiritually prepared 
to do so. Those who do not pro- 
fess our faith, and even those 
Catholics who for a certainty are 
indisposed or unwilling to be 
anointed, are not proper subjects 
for extreme unction. If on occa- 
sion a priest confers sacraments 
conditionally upon an unconscious 
non-Catholic or upon a comatose 
Catholic who while conscious had 
refused priestly ministrations, it is 
only because that priest has some 
reason to believe that proper in- 
tention was perhaps latently elic- 
ited before the dying person 
lapsed into coma. 


(b) Those who have never 
achieved the use of reason are 
totally incapable of eliciting sor- 
row for sin, as indeed they are 
likewise incapable of committing 
formal sin for which to be sorry. 
Since genuine sorrow for personal 
sin is a sine qua non for the valid 
reception of this sacrament, this 
inability to formulate an internal 
act of contrition would alone suf- 
fice to explain why infants, for 
example, are not anointed in dan- 
ger of death. 


It is not possible to determine 
mathematically the exact age at 
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which children in general acquire 
that minimum use of reason re- 
quired for the reception of sacra- 
ments after baptism. For juridical 
purposes it is presumed that at the 
age of seven years this degree of 
rational maturity has been 
achieved. But in individual cases 
that presumption must yield to 
evident fact, and it may well hap- 
pen that a youngster of six or 
even less could correctly be 
judged to have reached the use 
of reason. Such a child would 
properly be anointed, at least con- 
ditionally, if threatened with dan- 
ger of death from some internal 
cause. 


(c) The danger of death re- 
quired for valid anointing is in the 
mind of the Church a relatively 
mild sort of thing. It is by no 
means necessary that there be cer- 
tainty that death will result from 
a present malady; nor is it essen- 
tial that death be recognized as 
imminent or even proximate. If 
there is sound medical reason to 
believe that, despite available 
treatment, death may probably be 
the consequence of the disease or 
injury from which the patient is 
now suffering, requisite danger of 
death is verified for sacramental 
purposes. And this obtains even 
if it can be foreseen that consid- 
erable time may elapse before the 
malady will result in death, and 
even if the stronger probability 
suggests that the patient may re- 
cover. Mere possibility of death 
is not sufficient, but reasonable 
probability will suffice. 


Theological students are rather 
commonly taught that the danger 
list or the critical list in a properly 
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conducted hospital is a good prac- 
tical norm for judging the suffi- 
ciency of danger postulated for 
the administration of the last sac- 
raments. It would be a medically 
tragic state of affairs if a consid- 
erable number of danger-list pa- 
tients did not eventually survive 
that designation and recover. No 
less than the same percentage of 
recoveries after extreme unction 
should be the rule if that sacra- 
ment were administered to every- 
one who is eligible to receive it. 
In fact we should reasonably ex- 
pect a higher ratio of survivals 
after the administration of a sacra- 
ment which has as one of its ef- 
fects — conditioned though it be 
on its relation to the patient's 
supernatural welfare — the restor- 
ation of health. 


It is consequently altogether 
consistent with the intention of 
Christ and the Church that ex- 
treme unction be conferred on 
many a person who is destined to 
escape the danger of death which 
here and now justifies his anoint- 
ing. Accordingly it follows that 
this sacrament is not meant to be in 
every instance a proximate prepa- 
ration for the next life. Often in 
God's providence its benefits are 
intended as an extra dividend of 
grace for the continuation of one’s 
earthly existence. Cleansed now 
of all taint of sin for which he was 
at least attrite, and relieved per- 
haps of all liability to temporal 
punishment for sin, the recipient 
of this sacrament resumes his 
spiritual life in renewed innocence 
comparable to that with which he 
was first endowed at baptism. 


(d) Unlike certain other sac- 
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' raments administered in danger of 
death, extreme unction may be 
conferred only on those whose life 
is endangered by some bodily ail- 
ment already operative within 
them at the time of anointing. 
Whether it be disease or injury or 
simply the serious infirmities of 
old age itself, the threatened cause 
of death must be internal. How- 
ever serious may be threat to life 
from external causes, this latter 
kind of danger does not of itself 
qualify a person as candidate for 
extreme unction. For this reason, 
despite the gravity and proximity 
of their extrinsic danger, criminals 
condemned to death and military 
personnel going into combat can- 
not be anointed until threat to 
their lives has actually struck and 
begins to operate from within in 
the form of serious injury. 


REPEATING EXTREME UNCTION 


It is eminently clear from canon 
law that extreme unction may not 
be repeated within one and the 
same danger of death. This is not 
to say that no one may receive 
this sacrament more than once, as 
is the case with baptism, confirma- 
tion, and holy orders. Nor does it 
mean that no person may be 
anointed on successive occasions 
during one and the same siege of 
illness. It is quite possible that a 
patient, anointed once in danger 
of death, would recover to the ex- 
tent of being out of danger even 
though still sick. Should a relapse 
occur and the patient again be in 
probable danger of death, extreme 
unction may and should be re- 
peated. Whenever danger passes 
and later recurs, the patient may 
be anointed again. 


NovemBeEr, 1961 


It is not niggardliness on the 
Church’s part which prompts her 
to restrict to this extent the ad- 
ministration of extreme unction. 
The fact is that there is no need 
to reanoint during the same dan- 
ger of death, since all of the ef- 
fects of the sacrament once re- 
ceived remain operative as long as 
the one danger lasts, and they 
cannot be multiplied or magnified 
by another anointing. While dan- 
ger of death continues, only mor- 
tal sin on the part of the sick per- 
son can terminate the beneficial 
influences of the sacrament. And 
even if mortal sin should occur 
and deprive the patient of the 
benefits of extreme unction, that 
loss is reparable without reanoint- 
ing. For confession with at least 
sincere attrition, or perfect con- 
trition alone, will revive those ef- 
fects undiminished within the soul. 


In some instances recovery from 
one danger of death and relapse 
into another is clearly discernible. 
The asthma victim, for example, 
could be in serious danger of dy- 
ing today, tomorrow be completely 
recovered from his attack, and 
again be in grave danger the fol- 
lowing day. Beyond doubt such 
a person is entitled to extreme 
unction on both occasions of 
threatened death, though it would 
not always be correct to speak in 
terms of strict obligation to be re- 
anointed within so short a period 
of time. 


Sometimes it is equally as clear 
that there is no new danger of 
death even over a long period, but 
only the persistent continuation 
and increase of the original dan- 
ger. Thus, for instance, the long- 
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term cancer patient who is slowly 
but perceptibly and _ irresistibly 
declining towards death without 
ever any indication of improve- 
ment. In these circumstances 
there can be no justification for re- 
peating extreme unction once it 
has been conferred, since it is evi- 
dent that it is one and the same 
danger of death which prevails in 
progressively more serious de- 
grees. 

In the intermediate area there 
can be many cases in which it is 
truly difficult to judge whether 
there has been recovery from one 
danger and subsequent relapse 
into another, or merely continua- 
tion of the original danger in per- 
haps varying degrees of intensity. 
It is for this last doubtful situation 
that many theologians suggest by 
way of practical guide that if the 
patient over a notable period of 
time (and they commonly suggest 
a month or even less as illustrative 
of what they mean by ‘‘notable 
period”) seems to have improved, 
one can legitimately conclude that 
danger of death has at least prob- 
ably ceased. If the sick person 
thereafter lapses again into dan- 
ger of death, there is justification 
for repeating extreme unction. 


But if the so-called thirty-day 
rule be interpreted to mean that all 
long-term patients who are in dan- 
ger of death should be routinely 
reanointed every month, serious 
theological objection must be 
made. Unless in such cases some 
reasonable grounds exist for be- 


4Some theologians maintain that if one 
danger of death lasts over a very long 
period (eg., a year) after the first 
anointing, the sacrament may then be 
repeated. 
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lieving that one danger may have 
passed only to be followed by 
another, repetition of extreme unc- 
tion is clearly prohibited by canon 
law. 


One misapplication of the 
thirty-day rule could result in the 
refusal to consider extreme unc- 
tion for the asthma victim, men- 
tioned previously, on the occasion 
of his second attack. For some 
seem to be under the misappre- 
hension that at least a month must 
elapse before a given patient may 
be reanointed. Another mistaken 
notion could result in a priest's 
being routinely summoned each 
month to administer extreme unc- 
tion to the long-term cancer pa- 
tient as likewise described above. 
Neither practice could claim theo- 
logical justification. 

ANOINTING IN PROTRACTED 
ILLNESS 


In circumstances of protracted 
illness, when death is foreseen as 
relatively remote in terms of time, 
some would incline to a delayed 
administration of extreme unction. 
Their reason would seem to be the 
fear that the purgative effects of 
the sacrament would be irretriev- 
ably lost if mortal sin should be 
committed in the long interval be- 
tween early anointing and the 
occurrence of death. As has al- 
ready been pointed out, this rea- 
soning overlooks the fact that, 
even if mortal sin should deprive 
a person of the characteristic 
benefits of extreme unction, a sin- 
cere confession or an act of per- 
fect contrition will revive the sac- 
rament’s graces to full previous 
vigor within the soul. 


Furthermore, since we must 
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assuredly admit the possibility of 
mortal sin’s intervening between 
the time of anointing and the re- 
mote moment of death, does not 
that very possibility argue strong- 
ly in favor of the early reception 
of a sacrament uniquely designed 
to protect against sin in time of 
illness? And finally, not only is 
extreme unction divinely calcu- 
lated to strengthen the sick person 
spiritually against temptation, but, 
among its other purposes, it is 
likewise intended to assuage phy- 
sical suffering and even at times 
to cure. This last is a normal, 
though conditional, effect of a sac- 
ramental remedy and not a mir- 
acle to be wrought through 
prayer. Hence the remedy should 
be applied, if possible, while one’s 
restoration to health requires less 
than a miracle for its accomplish- 
ment. 


It cannot, of course, be main- 
tained that there is any strict obli- 
gation to receive extreme unction 
early in a long-term illness which 
threatens to terminate eventually 
in death. One's only moral duty 
in this respect is to take reason- 
able care that the sacrament is 
received before death occurs and 
while one is in fullest possible 
command of his rational faculties. 
But once it has been established 
that death, whether remote or 
proximate, may probably be the 
result of a disease or injury, the 
patient is entitled to extreme unc- 
tion immediately if he so wishes. 
And it does seem foolish to de- 
prive oneself unnecessarily for 
long of sacramental benefits which 
were designed precisely for the 
sick in danger of death and which 
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are as durable as any dangerous 
illness, however protracted. 


SURGICAL PATIENTS 

The eligibility of surgical pa- 
tients for the reception of extreme 
unction before even a_ serious 
operation can be neither asserted 
nor denied in terms of universal 
rule. Individual cases must be 
judged according to their respec- 
tive circumstances. As already 
explained, the recipient of this 
sacrament must be at the moment 
of his anointing in at least prob- 
able danger of death from some 
intrinsic cause. Many surgical pa- 
tients fulfill this requirement even 
before an operation, but many 
others do not. 


If in a given instance the only 
apparent probable danger is one 
yet to be induced by the contem- 
plated surgery, that danger is still 
of a future and extrinsic kind and 
the patient is not as yet a subject 
capable of being validly anointed 
— though he may become such in 
the course of surgery or subse- 
quent thereto. If on the other 
hand, as can often happen, prob- 
able cause of death can be dis- 
cerned as already operative within 
the patient, even antecedently to 
and independently of the opera- 
tion to come, extreme unction may 
and should be administered before 
the operation is begun. 


Perhaps a couple of variations 
upon one surgical situation will 
serve to clarify this point. It 
would very likely be safe to say 
that a routine and uncomplicated 
appendectomy would as a general 
rule entail no actual danger of 
death either before, during, or 
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after the operation.» But on the 
supposition that the patient is a 
hemophiliac, the doctor might 
well expect to encounter danger- 
ous complications in the course of 
surgery. However, unless and 
until there arises such a complica- 
tion, the danger remains extrinsic 
and the patient may not be 
anointed. Quite the contrary 
would be true in the event that an 
appendix had ruptured prior to 
surgery. There is now preopera- 
tively an intrinsic danger to life, 
and extreme unction may be ad- 
ministered. 


The essential requisite in all 
such cases is that the patient be in 
at least probable danger of death 
from an intrinsic cause at the time 
when extreme unction is adminis- 
tered. In the absence of this de- 
gree and kind of danger the 
sacrament is theologically con- 
traindicated. 


ANOINTING THE "DEAD" 


It is an elemental principle of 
sacramental theology that the sac- 
raments can be validly conferred 
only on the living. Yet it is no 
secret to doctors that the rites of 
baptism, penance, and extreme 
unction are quite frequently per- 
formed over those who are most 
certainly dead. Are these cere- 
monies meaningless rituals or is 
there theological justification for 
this seeming exception to the rule? 


5Admittedly, most if not all surgery can 
be said to be hazardous in the sense 
that countless unforeseen and unex~- 
pected complications can occur to en- 
danger a patient's life. But these, until 
they actually occur in a given case, are 
extrinsic rather than intrinsic dangers. 
Furthermore, they qualify as possibili- 
ties rather than probabilities. 
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Actually the practice of admin- 
istering certain sacraments, in- 
cluding extreme unction, to some 
who have already been pro- 
nounced dead is neither a contra- 
diction of principle nor strictly an 
exception to any rule. In a con- 
text of sacramental ministrations 
the term ‘‘death”’ is not altogether 
synonymous with the same term 
as commonly understood in medi- 
cal circles. In other words, there 
exists a valid distinction between 
medical death and what might 


correctly be called theological 
death. 


Medical death may be defined 
as the cessation of all essential 
vital function beyond any reason- 
able hope of resuscitation. Theo- 
logical death refers to the separa- 
tion of soul from body. For 
reasons which are highly suasive 
but which are assuredly not con- 
clusive, theologians surmise that 
the two phenomena may not be 
simultaneous but that some inter- 
val of time after medical death 
may elapse before the soul takes 
its departure — an interval rela- 
tively longer or shorter according 
as the advent of medical death 
was abrupt or gradual. Hence we 
allow for conditional administra- 
tion of sacraments for a limited 
period of time after medical death 
has been established even with 
certainty. By way of roughest 
rule of thumb, an interval of one 
to two-or-more hours is a common 
estimate, 


Especially when the time of 
medical death is an unknown fac- 
tor, still another plausible indica- 
tion of delayed theological death 
is not uncommonly invoked, name- 
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ly, absence of incipient decompo- 
sition detectible by the unaided 
senses. Unless under gross in- 
spection there are evident signs 
of bodily decay in its early stages, 
there is some reason to hope that 
theological death has not yet oc- 
curred. Admittedly we have no 
way of knowing whether such 
criteria are objectively reliable or 
illusory, or consequently whether 
sacraments administered accord- 
ing to these norms are actually 
effective or not. But because of 
the urgency of these situations we 
feel justified in giving the benefit 
of reasonable doubt to those who 
are dead medically but perhaps 
still “alive” theologically, and we 
confer sacraments on them con- 
ditionally. 
CONCLUSION 

If our doctors and their patients 
would reflect seriously upon the 
totality of benefits derivable from 
the sacrament of extreme unction, 
it would be the rarest and oddest 
of Catholics who would not wel- 
come the opportunity to employ 
this spiritual therapy whenever 
and as soon as_ circumstances 
make it possible. Perhaps no- 
where is the sacrament more at- 
tractively portrayed than in the 
Roman Ritual which contains the 
rubrics and prayers which are em- 
ployed in the course of the cere- 
mony. The several prayers which 
precede the actual anointings are 
petitions for divine blessings upon 
the entire household of which the 
sick person is a member. Then 
after the patient’s confession has 
been heard and absolution given, 
the priest first anoints the eyelids 
of the patient while pronouncing 
this formula: “By this holy 
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anointing and His most loving 
mercy, may the Lord forgive you 
whatever wrong you have done by 
the use of your sight. Amen.” 
As the other senses in turn are 
anointed (ears, nostrils, lips, 
hands, and feet), the same for- 
mula is repeated with only the 
change required to make it appro- 
priate for each successive organ. 
Finally and most pertinently the 
following concluding prayers ex- 
press most graphically the purpose 
of the entire rite:® 


Let Us Pray 


O Lord God, Who didst say through 
James, Thy apostle: “Is anyone sick 
among you? Let him bring in the priests 
of the Church, and let them pray over 
him, anointing him with oil in the name 
of the Lord. And the prayer of faith will 
save the sick man, and the Lord will 
raise him up, and if he be in sins, they 
shall be forgiven him,” cure, O Redeem- 
er, we implore Thee, by the grace of the 
Holy Spirit the illness of this sick man 
and heal his wounds; forgive his sins, 
and drive away from him all pains of 
mind and body. In Thy mercy, give him 
his health, inward and outward, so that 
he may once more be able to take up 
his work. restored by the gift of Thy 
mercy. Thou Who livest and reignest 
with the Father and the Holy Spirit, 
God, for ever and ever. Amen. 


Let Us Pray 


We implore Thee, O Lord, look with 
kindness on Thy servant, N., who is 
growing weak as his body fails. Cherish 
and revive the soul which Thou didst 
create, so that, purified and made whole 
by his sufferings, he may find himself 
restored by Thy healing. Through Christ 
our Lord. Amen. 


Let Us Pray 


O holy Lord, Father almighty, eternal 
God, Who, by pouring the grace of Thy 
blessing into the bodies of the sick, dost 
watch with all-embracing care over Thy 
creatures, be present in Thy kindness as 
we call upon Thy holy name. Free thy 


6English translation taken from the Col- 
lectio Rituum. 


155 


servant from sickness, restore to him his 
health, raise him up by Thy right hand, 
strengthen him by Thy power, protect 
him by Thy might, and give him back 
to Thy holy Church, with all that is 
needed for his welfare. Through Christ 
our Lord. Amen. 


Let Us Pray 


O God, Whose love has no limits, 
forgive Thy servant all his disobedience 
to Thy holy will. Pour down Thy grace 
upon him, and if it should please Thee 
to call him home, grant for the sake of 
Thy Son, our Lord Jesus Christ, that all 
his pains and sufferings may serve as a 
reparation for his sins, and call him into 
Thy peace. Through Christ our Lord. 
Amen. 


Note that there is but one ref- 
erence to death — and that one 
oblique — throughout the entire 
ritual, whereas appeal to the cura- 
tive potential of the sacrament is 
several times repeated. The sig- 
nificance of that predominant 
theme should be evident without 
further comment. 


For those who are about to die, 
extreme unction is unquestionably 
a terminal grace, a final and imme- 
diate preparation for eternity. For 
those who after extreme unction 
are to recover from a_ present 
threat to life — and their numbers 
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should not be few — the same 
sacrament becomes an_ interme- 
diate blessing, a supernatural re- 
juvenation granted in via with a 
view to facilitating the continua- 
tion of one’s earthly progress to- 
wards heaven. Why in either case 
should any one of the faithful be 
in the least reluctant to receive it? 
Why should any doctor, with 
even a modicum of faith, hesitate 
to prescribe it when theologically 
indicated? 

It should be noted in conclusion 
that it is the prerogative and re- 
sponsibility of the attending phy- 
sician to determine and to ac- 
knowledge the presence of that 
danger of death which suffices for 
the valid administration of ex- 
treme unction. On the basis of 
this information — which without 
need of prompting should be com- 
municated spontaneously by the 
doctor to the hospital chaplain or 
his locum tenens — it is then for 
the priest to decide when the sac- 
rament is to be administered and 
to attend with pastoral prudence 
to the patient's preparation for its 
reception. 
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FEDERATION EXECUTIVE BOARD MEETING SCHEDULED 


The Executive Board of the National Federation of Catholic 
Physicians’ Guilds will meet December 1-2, 1961. Time: 9:30 


a.m. Place: Brown Palace Hotel, Denver, Colorado. The 


officers of the National Federation and one delegate from each 
active constituent Guild comprising the Board will conduct 


business. Election of officers for 1962-63. 


FEF TFTTTFTTT TTT FETT PEPE T TET EP PEP PPP PPP PEEP EP PP PP PPP Pe 


156 


LINACRE QUARTERLY 


PRIMARY CARCINOMA OF THE 
LUNG IN NUNS 


A Preliminary Report of 48 Cases 
J. T. Nrx, M. D., Pu.D., AND CAROLYN VILLARRUBIA, B.A. 


Penuiic studies of occupational 
habits and environments in 
many fields of industry have 
shown that individuals and groups 
can acquire predispositions to 
some diseases, and relative im- 
munities to others. In Catholic 
religious orders for women, as 
community rule prohibits the use 
of cigarettes, exposure to smoke is 
largely limited to that of kitchen 
ranges and vigil lights. This sur- 
vey of carcinoma of the lung in 
nuns was undertaken to collect 
data of possible value to religious 
superiors and to the general pub- 
lic alike. 

METHODS AND PROCEDURES: 
Nine hundred and_ eighty-six 
questionnaires were sent to Catho- 
lic general and surgical hospitals 
in the United States, Canada and 
Puerto Rico, requesting data on 
cases of carcinoma of the lung in 
nuns recorded over the preceding 
ten years. Four hundred and 
eighty-three answers were re- 
ceived and tabulated. 


Resutts: Forty-eight cases of 
primary carcinoma of the lung in 
nuns were collected. Forty-four 
of these were proven pathologi- 
cally and 4 were diagnosed by 
x-ray. The pathological proof in 
the 44 cases was obtained at au- 
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topsy (5 cases), surgical explora- 
tion (22 cases), aspiration biopsy 
(5. cases), and bronchoscopic 
biopsy and cytologic study (12 
cases). The lung malignancies 
were of a variety of pathological 
types, and were reported as bron- 
chogenic carcinoma (14 cases), 
adenocarcinoma (9 cases), undif- 
ferentiated carcinoma (8 cases), 
alveolar carcinoma (7 cases), epi- 
dermoid carcinoma (2 cases), and 
unknown (8 cases). Additional 
clarifying pathological data regard- 
ing the 14 cases labeled broncho- 
genic carcinoma was unavailable. 
The lesions showed the following 
distributions: right lung, 25 cases; 
left lung, 17 cases; both lungs, 1 
case; unknown, 5 cases. At the 
time of preparation of this report, 
only 10 of these nuns were known 
to be living. 

The ages of 48 patients ranged 
from 27 years to 86 years. 
Twenty-one patients were be- 
tween the ages of 60 and 70 years, 
8 patients were between 70 and 
80 years, 8 patients were between 
between 50 and 60 years, 2 pa- 
tients were between 40 and 50 
years and | patient was noted in 
each of the age groups — 20 to 
30 years, 30 to 40 years, and 80 
to 90 years. The age of 6 patients 
was unknown. 


ONE 


CoMMENT: It is estimated that 
this study embraces most admis- 
sions to Catholic hospitals (in 
100,000 nuns) over a period of 
ten years. As the majority of lung 
malignancies covered by this sur- 
vey were reported in elderly fe- 
male religious, and as smoking 
was uncommon in women at the 
time of their entry into the noviti- 
ate, the results obtained may well 
represent lung carcinoma data 
from the last large group of fe- 
male religious with no prior smok- 
ing experience. 

The data collection methods 
employed do not warrant any sta- 
tistical conclusion. Furthermore, 
no reports were received from 503 
of the 986 Catholic hospitals ad- 
dressed, and female religious di- 
agnosed in community infirmaries 
and non-Catholic hospitals are ex- 
cluded from this analysis. 


The collection of 48 cases of 
primary carcinoma of the lung in 
nuns would seem to indicate that 
lung cancer can occur in women 
with little or no smoking experi- 
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ence. As female religious are a 
controlled group of the population 
with follow-up readily available, 
scientific appraisal of their occu- 
pational predispositions and rela- 
tive immunities to various diseases 
can be of value to religious su- 
periors and general public alike. 


The superb cooperation of par- 
ticipating hospitals and the de- 
voted and untiring services of 
their record librarians has made 
this pilot project possible. Experi- 
ence gained in this study has re- 
sulted in improved methods and 
data collection procedures to be 
used in the establishment of a can- 
cer registry for nuns, supple- 
mented by annual surveys on 
lung, cervix and breast malignan- 
cies, 


This study has been sponsored 
by the Committee on Medical 
Care of Clergy and Religious of 
the National Federation of Catho- 
lice Physicians’ Guilds and the 
Catholic Hospital Association, 
and by the Louisiana Division of 
the American Cancer Society. 
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Physicians’ Overseas Serutce 


An “energetic lady doctor” for Nigeria . . 
willing to come to India” . . 
will take over in Okinawa” 
Ghana, Mexico, Korea, Formosa, Kisantu . 


. a “surgeon 
. a “general physician who 
. Tanganyika, Peru, 
. + are unde- 


veloped areas begging American professional assistance. 


The Professional Service Desk of the C M M B will be 
glad to provide information on openings overseas for 
medical and paramedical personnel willing to serve for 


One, two, three years or shorter terms. 


Please write 


Professional Services 


Catholic Medical Mission Board 
10 West 17 Street 
New York II, New York 
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LINACRE QUARTERLY 


THAT INSPIRING CUP OF DARK, 


DELICIOUS COFFEE WAS PRIZED 


AS A MEDICINE IN ANCIENT TIMES ... 


-™~ 


arly in the eleventh century, a Mohammedan physician named Avi- 

cenna wrote the praises of a strange new potable. ‘It fortifies the 
members,’ quoth he. “It cleans the skin and dries up the humidities 
that are under it, and gives an excellent smell to all the body.” He 
called the beverage bunchum. We call it coffee. 


Avicenna was not the first to write of bunchum. Around 900 A.D., 
another Mohammedan physician, Rhazes by name, proclaimed that it 
was ‘hot and dry and very good for the stomach.’ His was faint 
praise compared to Avicenna’s later comments. Rhazes’ words, how- 
ever, were especially important because they were entered in the first 
medical encyclopedia. 

Rhazes and Avicenna may well have been the first to publicize the 
beverage. Nevertheless, the man who did most for coffee’s early medi- 
cal fame was a religious leader, not a medical man. In 1454, Sheik 
Gemaleddin Abou Muhammad Bensaid, mufti of Aden, became 
acquainted with coffee while visiting in Abysinnia. Upon his return 
to Aden, Gemaleddin became ill and immediately called for some of 
the coffee he had tasted. 


Whatever the great man’s illness was, it disappeared as soon as he 
took to drinking coffee. The brew was given full credit for his 
recovery. Gemaleddin was also so impressed by coffee’s stimulating 
effect that he suggested the dervishes “might spend the night in 
prayers or other religious exercises with more attention and presence 
of mind” if they had cups of hot coffee to warm their insides. Such a 
ringing endorsement from this learned man gave coffee-drinking new 
vogue. 


Coffee’s alleged medicinal “miracles’’ were to accompany it for a 
long time to come. A later Arabian physician asserted that coffee 
“allayes the ebullition of the blood, is good against the small poxe and 
measles.” 

COFFEE'S FAME REACHES EUROPE 

News of this marvelous bean arrived in Europe during the 1500's. 
By coincidence, it was a German physician, Leonhard Rauwolf, who 
returned from a visit to the Levant in 1576 and was the first European 
to tell of the new beverage. Within ten years, coffee beans were part 
of the cargo Venetian traders brought to western Europe from their 


eastern trading jaunts. 
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As the taste for coffee spread, European doctors perpetuated the 
medical claims of Mohammedan physicians. Coffee's “‘virtues” were 
soon incorporated into Europe’s materia medica. The German botanist, 
Johan Vesling, wrote: ‘“The first step it [coffee] made from the cabi- 
nets of the curious, as an exotic seed, was into the apothecaries’ shops 
as a drug.” 


When coffee reached Marseilles, it ran into its first real opposition 
from the medical profession. Not only did the good doctors dislike 
coffee’s complete acceptance, they went to the opposite extreme and 
called it poison! 


To support their contention, in 1679 they invited a young medical 
student to recite a thesis as to whether or not coffee was harmful. Since 
the young man was eager to be admitted to the College of Physicians, 
it is hardly necessary to state his position. He launched a blistering 
attack upon the beverage. 


The effect of the speech was not what the doctors ordered. People 
had already developed a great fondness for the pleasant new beverage. 
Moreover, they were unimpressed by the unfounded charges against 
it. Instead of curtailing coffee’s use, the publicity sent coffee consump- 
tion soaring. For the first time in history, merchants imported coffee 
by the shipload. 


While the French physicians of Marseilles were condemning coffee, 
English physicians were prescribing it for a long list of ailments. The 
concensus of opinion in England seems to have been that coffee was 
good for the brain, heart and digestion. It was also prescribed for such 
illnesses as dropsy, consumption and the King’s Evil. 


Until the 1700's, most English physicians regarded coffee mainly as 
a medicine. But there was an earlier British doctor who foresaw coffee’s 
future, not in the medical kit, but on the dining table. William Harvey, 
who discovered the circulation of the blood, left a legacy of enlighten- 
ment when he died in 1657. With the statement, “This little bean is 
the source of happiness and wit!’’, he bequeathed fifty-six pounds of 
coffee to the London College of Physicians, directing that his friends 
should gather once a month to drink coffee in his memory. 


Nowadays, we rarely consider coffee’s medical past. The medical 
claims gradually subsided as doctors learned what the man in the street 
discovered centuries ago. That is, simply, that coffee has a place in the 
scheme of things because it pleases our palates and lifts our spirits. 


Anyone for a cup — black or with cream? 


* * * 


We include this story of coffee’s medical past with the kind permission of Coffee 
Newsletter, August, 1961 issue, published by the Pan-American Coffee Bureau, New 
York, Sources for the material gathered by Dorothy Hopkins, Publicity Assistant of 
the Consumer Services Dept., are All About Coffee, by William H. Ukers, and The 
Saga of Coffee by Heinrich Eduard Jacob. 
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MORAL CONSIDERATIONS on AUTOPSY 


RicHAarp A. McCormick, S.J.* 


pe first autopsy on medical 

record occurred in 1341. From 
that time on the practice grew 
gradually until, in the last century, 
Rokitansky and Virchow brought 
the study of the human cadaver 
to a new dignity. Through the 
efforts of such masters, new and 
more precise knowledge has been 
made available and has brought 
enormous benefits to medicine and 
the clinical sciences. By now the 
practice is frequent enough in 
modern medicine that the words 
“autopsy” and ‘‘post-mortem”?! 
come easily to the lips of even the 
rankest medical amateur. How- 
ever, if few are ignorant of the 
procedure, there are still many 
with distorted notions of its mor- 
ality. Some wonder that moral 
considerations are operative at all 
when there is question of a cadav- 
er; others, usually from mistaken 
religious conviction or an unen-~- 
lightened and sentimental delicacy 
condemn the operations out of 
hand as brutalities. Both positions 


*Father McCormick is Professor of Mor- 
al and Pastoral Theology at West 
Baden College, West Baden Springs, 
Indiana. 

1These two terms are identified in popu- 
lar usage; but there is a legitimate dis- 
tinction. Post-mortem is the more gen- 
eral term and can be used to refer to 
any examination on a cadaver, whether 
cutting be involved or only palpation 
and manipulation. B. J. Ficarra, Newer 
Ethical Problems in Medicine and Sur- 
gery, 1951, 119. 
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are, of course, extremist. This ar- 
ticle will attempt to summarize the 
standard moral teaching on the 
autopsy. 


The sources for such a presen- 
tation, besides the popular man- 
uals of medical ethics,2 are two 
talks delivered by the late Pius 
XII, one a short summary? (which 
did not deal with autopsies in par- 
ticular but with the use of the 
human cadaver for scientific pur- 
poses in general), the other a very 
thorough analysis of the moral 
considerations.* Furthermore, as 
the Pontiff has indicated, since 
only the most general truths 
(scarcely sufficient to provide the 
detailed direction needed) emerge 
from natural law and dogmatic 


2Cf. J. Paquin, S.J., Morale et Medicine, 
ed. 3, 1960, 408-9; B. J. Ficarra, loc. cit.; 
E. Healy, S.J., Medical Ethics, 1956, 
142-3; C. J. McFadden, O.S.A., Medi- 
cal Ethics, ed. 3, 1953, 276; Godin and 
O'Hanley, Hospital Ethics, 1957, 56-7; 
P. Finney and P. O’Brien, Moral Prob- 
lems in Hospital Practice, 1956, 233-4; 
J. P. Kenny, O.P., Principles of Medical 
Ethics, 1952, 108. An excellent and 
thorough treatment of the subject is that 
of L. S. Smith, M.D., "The Dead Do 
Tell Tales,’ Hospital Progress 36 
(April, 1954) 52-55. 
3An Address to the Eighth Congress of 
the World Medical Association, Sept. 
30, 1954. AAS 46 (1954) 587-98 at 
595. Cf. Catholic Mind 53 (1955) 242- 
52 at 246. 
4An Address to a group of eye special- 
ists, May 14, 1956. AAS 48 (1956) 
459-67. Cf. The Pope Speaks, vol. 3, 
198-206. 
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considerations, it is the duty of 
public authority to specify the 
control of autopsy by sound legis- 
lation built upon the more basic 
and more remote truths. Thus it is 
that legality and morality merge; 
or in other words, the practical 
moral obligations are often enough 
the result of detailed legislation by 
civil authority. But since these 
specifications of civil authority 
differ according to locality, it 
would be helpful to indicate in 
passing where the duties are de- 
terminations of the civil law. 

By way of general principle, the 
morality of autopsies could be 
enunciated as follows: (1) with a 
proportionate reason, (2) and giv- 
en proper consent, (3) autopsy 
may be performed (4) on the cer- 
tainly dead human body. 


A PROPORTIONATE REASON 


Mutilation of a living human 
being is generally justifiable (and 
sometimes obligatory) when it is 
useful or necessary for the total 
good of the person. The organs 
and functions of the body are 
goods with a definite and limited 
purpose: to serve the good of the 
whole. To impair or eliminate a 
good without sufficient cause is 
unreasonable and immoral con- 
duct since it exceeds the limited 
rights of stewardship given man 
over his own body. Even when a 
reason is had, it must be in accord 
with the limited and definite pur- 
pose of this good. To use the or- 
gans and functions of the body in 
any other way would be to do 
violence to this intrinsic purpose. 
Clearly, then, the reason justify- 
ing mutilation on the living is 
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quite strictly and narrowly defin- 
able.® 

But the above reasoning cannot 
be applied to autopsy and the ex- 
planation is not far to seek. In 
autopsy there is no deprivation of 
a good. Because the whole organ- 
ism (the person) no longer exists, 
organs and functions which were 
important and had _ significance 
because they were parts of this 
organism no longer have the char- 
acter of parts of a living whole; 
hence they no longer have the 
same significance. Thus bodily 
organs and functions (if indeed 
one may refer to a function where 
bodily life has ceased) no longer 
have the character of goods in the 
cadaver; for ‘they no longer serve 
it and no longer have a relation 
to any end.’ It is clear, then, that 
the principle of the whole (total- 
ity) which justifies and limits mu- 
tilation on the living has no appli- 
cation here. 


But while the cadaver is not liv- 
ing and not subject to the laws 
governing mutilation of the living, 
neither is it just an animal body 
or a ‘‘thing,”” a thing which one 
may treat as he pleases. Man has 
found some use for nearly every 
part of the merely animal body 
and few would challenge the pro- 
priety of such use; for the beast is 
essentially subordinate to the rea- 
sonable uses of man. The same 
could be said of the human corpse 


5To what extent experimentation on the 

living and transplantation of organs are 
permissible is still a developing theologi- 
cal problem. The above statement and 
anything that follows do not intend to 
exclude these procedures as morally un- 
warranted. 


‘The Pope Speaks, vol. 3, 204. 
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if one considers only the material 
aspects or compcnents. But that 
such components cannot alone be 
a criterion is clear from two ccn- 
siderations, one of which might be 
called the objective, the other the 
subjective. 


Objectively, the dead human 
body is something with a certain 
measure of dignity. It was the 
abode of the soul. While always 
remaining distinct and ultimately 
separable, the body and soul were 
so closely united that the only ac- 
curate statement of this unity is 
the word ‘‘cne.’”” The struggles of 
the soul, its leaps of joy and 
warmth, its ineffable anguishing, 
its glorious virtues were shared 
by, related to, conditioned by, 
manifested in, occasioned by, and 
so forth, the body. Similarly the 
growth and very health of the 
body were a tremendous influence 
on the condition of the soul. Psy- 
chosomatic medicine is just begin- 
ning to scrape the surface of this 
profound unity. Depth psychol- 
egy, happening upon the eerie 
regions where the two become 
one, has accumulated a body of 
observations, luxuriant and con- 
fusing — as fugitive and delicate 
as the line between body and 
spirit. The sacrament of extreme 
unction, whose principal effect is 
the spiritual uprigging of the 
gravely sick, is daily testimony to 
the prostration of the mental 
forces which follows collapse of 
the inferior powers, that is, to the 
profound and mysterious unity of 
body and soul. The very agony 
of death speaks of the terrible in- 
tensity of this union as it bursts 
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asunder. If, then, human beings 
retain and reverence clothes, fur- 
niture, rings, pictures of those 
they love (as memories of a much 
looser union), how much more 
dignity does not the human body 
itself possess? 


But not only was it the abode of 
the soul and essential constituent 
of the human personality; it is also 
destined to rise again, when and 
in the manner pleasing to God 
Himself. It is destined to recon- 
struct for all eternity the human 
personality to share the unspeak- 
able rewards or punishments of 
the decisions in which it has 
played so prominent a part. Ob- 
jectively, then, the human body is 
not just a ‘thing’ or a mere ani- 
mal carcass. 


But even subjectively the need 
for a degree of reverence exists. 
It is a fact of religious psychology 
that our actions not only stem 
from our convictions and beliefs, 
but also intensify or undermine 
these beliefs. We witness this 
phenomenon in all areas of human 
activity. A failure in reverence 
before the Blessed Sacrament 
tends to increase the weakness of 
faith from which it springs and 
even to proliferate into other areas 
of faith. Contrarily an act of su- 
pernatural charity tends to deepen 
one’s grasp of the Christ-likeness 
of others. Similarly, just as reck~- 
less and irreverent treatment of 
the human corpse stems from a 
faulty concept of the body, so it 
tends to intensify and even extend 
this erroneous attitude. Eventually 
to treat the dead body as if it were 
merely an animal carcass could 
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easily pose a threat to the rever- 
ence due to the living body itself. 
Our living needs partially dictate 
our treatment of the dead. 


These are the basic truths and 
facts, rather general indeed, which 
form the moral bases for the uses 
of cadavers. Positive legislation 
by civil authority should, and usu- 
ally does, build upon such bases. 
Any use which respects these de- 
mands of natural-law morality is 
from this point of view morally 
acceptable. These general de- 
mands forbid only reckless use of 
cadavers, one where no reason 
functions to assure maintenance of 
reverence based on the distinction 
between the human and the mere- 
ly animal. 


But there are genuine needs jus- 
tifying autopsy. And _ because 
these needs are genuine, they can 
guarantee that the proper rever- 
ence based on the dignity of the 
body can be maintained even 
where autopsy is performed. Two 
general categories of needs stand 
out: scientific advancement and 
public order. Competently per- 
formed autopsies can contribute 
greatly to more precise knowledge 
of the origin, sites, and advances 
of killing processes; they can lead 
to the discovery of unknown con- 
ditions, to the definitive disproof 
ofa growing misconception or the 
establishment of a clinical hypoth- 
esis. They can render great aid to 
medical education by making 
available the only realistic subject 
for anatomy courses and the often 
awkward first-steps of incision, 
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exploration, and suture.* Further- 
more, the demands of public order 
often suggest the need of autopsy. 
Frequently it is the only way to 
determine whether death has come 
naturally or violently (suicide, 
homicide). This determination 
plays an obvious role in the detec- 
tion, prosecution, and prevention 
of crime, in the probating of wills, 
in the achievement of peace of 
mind of surviving acquaintances.® 
There are so many valid reasons 
for autopsy that it can be said that 
there scarcely is any problem from 
this point of view. Realistically, 
there could scarcely be abuse 
through useless autopsy “‘because 
there seems to be very sound 
medical reason for saying that no 
autopsy properly performed is 
useless.’"® Practically the deter- 
mination or desirability of autopsy 
in an individual case is the busi- 
ness of the conscientious pathol- 
ogist or surgeon or authorized 
public official. If abuse of the 
procedure is present, it will gen- 
erally be present not through lack 
of reason to perform the autopsy, 
but by way of negligent perform- 
ance, arbitrary extension, lack of 
consent and so on. 


7The remarks surrounding autopsy prop- 

er could be extended, with some obvious 
cautions, to the use of cadavers for edu- 
cational purposes in the anatomy class- 
room. For the urgency of the need of 
such anatomical material and the factors 
making for urgency, cf. J. D. Ratcliff, 
“Let the Dead Teach the Living,” 
Readers Digest, August, 1961, 87-90. 
Pius XII explicitly mentions the licit- 
ness of such use. (The Pope Speaks, 
vol. 3, 204-5.) 


8Cf. R. M. P. Donaghy, M.D., “A Post- 
Mortem Gift of Life,” Trustee 13 
(1960) 24-27 at 25-6. 

®G. Kelly, SJ., “Autopsy Attitudes,” 
Hospital Progress 36 (May 1955) 78. 
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PROPER CONSENT 


It is clear from the preceding 
considerations that the care of a 
corpse, its integrity, and the treat- 
ment to which it is subjected are 
not insignificant considerations. 
But it is equally clear that the 
corpse cannot care for itself. 
Hence the duty of proper care 
must devolve upon someone else. 
This much seems arguable from 
the general principles of natural- 
law morality. And if someone else 
is answerable for the proper care 
of the cadaver, then the consent of 
this party to autopsy will be re- 
quired. 


But who is this someone else? 
Positive law usually makes this 
abundantly clear.1°9 Because the 
spouse or next of kin are generally 
those best prepared to bestow 
such care and because they stand 
to suffer most from abuse of the 
corpse, civil laws generally estab- 
lish as theirs both the duty and 
the correlative right. But not al- 


10Shartel and Plant, The Law of Medical 
Practice, 1959, 65 summarize American 
legal conclusions as follows: i) the 
consent of relatives is probably not 
requisite if the decedent himself has 
authorized an autopsy; ii) the consent 
of relatives to an autopsy is not neces- 
sary if decedent's death occurs under 
circumstances which point to possible 
homicide, suicide, or other unnatural 
causes; iii) the consent which the phy- 
sician ought to obtain before he per- 
forms an autopsy does not mean the 
consent of all the decedent's relatives 
but merely the consent of the relative 
or relatives who stand nearest to him 
in blood and affection. There are 
many complexities which make legal 
sequence an involved matter; but there 
seems to be very little difficulty where 
there is a surviving spouse with whom 
decedent was living, where the dece- 
dent was a minor child living with its 
parents, where the decedent is a 
widowed parent. 
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ways. When considerations in- 
volving public order are at stake, 
the care of the cadaver is vested 
immediately in the coroner or 
medical examiner; for in such a 
case public interests cannot be left 
dependent on individual caprice 
or the often clouded, emotional 
decisions so characteristic of the 
next of kin at the time of bereave- 
ment. While this authority of the 
coroner is a specification of the 
civil law, it is eminently in accord 
with the broad demands of a rev- 
erential treatment of the dead. 
This third party, whoever he be in 
the case, acquires, in the language 
of the Supreme Pontiff, “‘rights 
and duties properly so called.” 
Thus it is that consent of those 
with authority over the body is 
necessary before an autopsy can 
be performed. So clearly is this 
right established that damages are 
ordinarily recoverable from one 
who mutilates, dissects, and so 
forth, a corpse without consent.!! 


If consent is a requisite for au- 
topsy, it is also that which con- 
trols the procedure in other re- 
spects. Moralists would agree 
that permission for an autopsy 
does not carry with it automati- 
cally consent to the removal of 
tissues for classroom, laboratory, 
or museum use.!2 Only that which 
is necessary to autopsy itself is 
understood as granted with con- 


11Jackson, The Law of Cadavers, ed. 2, 
1950, 159. The damages recoverable 
are, it seems, primarily to compensate 
for the injury to the relatives’ feelings, 
to assuage mental anguish, or, as Jack- 
son notes, for the kind of grief that 
requires financial relief. 

12J, Paquin, S.J., Morale et médicine, 
409; Ficarra, loc. cit., 121. 
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sent. Civil law generally supports 
this moral unanimity. While the 
aforesaid uses of the human 
corpse are at times perfectly legit- 
imate and even desirable, it is pre- 
cisely consent which at least par- 
tially renders them legitimate. 


Oral consent, it is true, is prob- 
ably the most frequent form of 
consent where autopsy is con- 
cerned. In most cases it is prob- 
ably legally sufficient; yet some 
jurisdictions, (e.g. California, 
Michigan)1* at least in scme 
cases, demand written consent. 
Writers even speak of implied 
consent. They mean by this that 
the authorized person, conscious 
of his rights, cooperates in bring- 
ing about the performance of the 
autopsy or stands by and sees it 
performed.1!4 There is always dan- 
ger of misunderstanding, difficulty 
of proof, hence of legal action in 
such cases. It can scarcely be 
doubted that written consent is the 
most desirable form from every 
point of view. 


Proper consent, then, means 
consent of those charged with the 
care of the body. Yet to be au- 
thorized in the fullest sense of the 
word proper, autopsy should not 
only take into account fundamen- 
tal minimum rights; it should fur- 
ther regard the delicate human 
feelings so often involved. It is 
here that Pius XII points to an 
area of possible abuse: 


Nor would it be fair for the bodies of 
poor patients in public clinics and hos- 


18Shartel and Plant, loc. cit., 65; R. B. H. 
Gradwohl, Legal Medicine, 1954, chap- 


ter 3, oan Authorization for Au- 
topsy” by L. J. Regan, 68-107. 
\4Ficarra, loc. cit., 122. 
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pitals to be regularly destined to the 
service of doctors and surgeons, while 
the bodies of wealthier patients are not. 
Money and social status should not in- 
tervene when it is a question of sparing 
such delicate human feelings.15 


While it is true that feelings 
can be abused by an unfair advan- 
tage over the poor or by some- 
thing bordering on extortion of 
consent, yet this difficulty can 
generally be met by proper educa- 
tion in this matter. Sound moral- 
ity is never ccntent merely to sep- 
arate the proh‘bited from the per- 
missible. Among other things, 
such minimalism risks identifying 
the permissible with the good, thus 
tending seriously to limit the no- 
tion of the good. Education to the 
need and propriety of autopsy 
must go further. It should present 
autopsy not only as permissible, 
but as an act of charity toward 
suffering humanity, as ‘‘glorified 
by the aureole of merciful charity 
toward some suffering brothers.’ 


OBLIGATION 


Autopsy performed for good 
reasons is not only beyond moral 
reproach; it can be an act of char- 
ity, a genuine sacrifice on the part 
of those whose feelings must per- 
haps be disciplined to allow it. 
But is it ever morally obligatory? 
Probably most moralists would 
believe that generally it is not. 
But could there not be exceptional 
circumstances where it would be 
so decisive that it would impose 


15The Pope Speaks, vol. 3, 205. The 
Pontiff’s reference to “sparing such 
delicate human feelings” (sc. of the 
relatives) leaves little doubt that he 
was not discussing unclaimed cadavers, 
the chief source of educational ana- 
tomical material. 


'6The Pope Speaks, vol. 3, 206. 
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itself? For example, it is quite 
conceivable that the good to be 
achieved in an individual case or 
the harm to be prevented by au- 
topsy could be so considerable 
that autopsy would be a moral 
obligation. Practically, however, 
it would be obligatory only with 
the simultaneous fulfillment of 
three conditions. a) There is at 
least a solid probability that au- 
topsy will secure the good or pre- 
vent the harm envisaged. b) 
There is no other reasonably con- 
venient way of achieving the same 
results. c) The autopsy will not 
of itself involve hardship which 
outweighs the benefits. Given the 
fulfillment of these conditions, ex- 
ceptional circumstances could im-~- 
pose a duty either in justice or 
charity to perform an autopsy: a 
duty upon the spouse or next of 
kin-to consent if the cadaver has 
been remitted to their care, or the 
duty to operate if the body has 
been committed to the coroner. 


THE CERTAINLY DEAD BODY 

In explanation of this we can 
be comfortably satisfied with a 
summary of the illuminating re- 
marks already made on the sub- 
ject by Reverend John J. Lynch, 
S.J. As soon as the physician is 
certain of real (as opposed to 
apparent) medical (as opposed to 
theological) death, autopsy is 
permissible. Real medical death is 
the cessation of essential vital 
function beyond every reasonable 
hope of resuscitation. Apparent 
death would amount to cessation 
of certain signs (e.g. absence of 
pulse) which might not in them- 
selves be sufficient to provide cer- 
tainty of final cessation of life. 
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Theological death is understood 
as the separation of body and 
soul. It is by no means absolutely 
clear when the soul leaves the 
body, nor is it absolutely clear 
that it leaves it concomitantly with 
medical death. ‘Theologians are 
inclined for several reasons to 
favor a somewhat delayed separa- 
tion of soul and body. Conse- 
quently they are more than will- 
ing to concede an interval of time 
between the instant of real medi- 
cal death and the moment of 
theological death,”1* especially 
after violent or sudden death. 
This has practical overtones for 
the administration of the sacra- 
ments, but not for the performance 
of autopsy. It is the prerogative of 
the doctor to decide when real 
medical death has occurred. 


OBJECTIONS ANSWERED 

It is entirely possible for the 
wrong impression to emerge from 
a consideration of the morality of 
autopsy. While a genuine reason 
is required and while real abuse is 
at times possible, in practice these 
are not the problems. The true 
usefulness of autopsy and cadaver 
material for anatomy classes is 
beyond reasonable question. The 
problem is rather the practical one 
of either stimulating the medical 
profession to a greater diligence 
in the performance of autopsies!® 


“Autopsy — How 
Soon After Death?” Linacre Quarterly, 
27 (1960) 98-101 at 99, 

18sDr. Smith suggests, loc. cit., 55, this 
casual factor. Statistics taken from the 
Catholic Hospital Association ques- 
tionnaire for the 1954 Directory issue 
of Hospital Progress suggest ‘‘that 
when the examination is really desired 
by the staff, means are found to over- 
come the obstacles.” 
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or of obtaining proper consent 
from the sorrowing next of kin. 
This latter difficulty is doubtless 
the more fundamental since it is 
probably at least partially re- 
sponsible for any apathy which 
exists on the part of the medical 
profession. The more common 
objections a doctor is likely to meet 
are the following:!° 


a) The body of the deceased 
will be disfigured. This can be 
answered by insisting that the in- 
cision need not show above the 
clothing. The autopsy will be per- 
formed by a responsibe patholo- 
gist. Finally, even the undertaker 
must cause some disfigurement to 
do his work properly. 


b) The deceased has suffered 
enough. This basically pagan and 
unreasonable objection can be 
countered by pointing out that the 
dead body experiences no pain. 
Furthermore, incisions and punc- 
tures have to be made in the 
course of embalming. 


c) Let someone else have it 
done, not our relative. This is a 
selfish attitude and if everyone 
adopted it, there would be no 
medical progress. Everyone bene- 
fits from the knowledge gained by 
autopsies and so should be willing 
to contribute his share. 


d) The deceased would not 
have wanted it. First of all, it is 
well to question this allegation 
and ask if the deceased ever dis- 


19J borrow these objections and the pro- 
posed solutions from Warwick, Hos- 
pitals 12 (July 1938) 103 as cited in 
Smith, loc cit 53. Cf. also The Report 
of the National Conference on the Le- 
gal Environment of Medical Sciences, 
1959, 33-4. 
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cussed the point with his next of 
kin. Secondly, it is difficult to be 
objective about oneself in a state 
of sickness. The seriously sick 
often have a colored or altered 
mental outlook toward themselves. 
Were the individual in complete 
control of his faculties, his desires 
would certainly have _ corre- 
sponded (it can be pointed out) to 
what he always was in life, a gen- 
erous and unselfish person deeply 
concerned with the good of others. 


e) The condition from which 
the patient died is not unusual and 
is well understood. It often occurs 
that routine autopsies reveal medi- 
cal information not before known 
or suspected. Unexpected find- 
ings seem to be the rule rather 
than the exception. Even when no 
unexpected findings are made, au- 
topsies are of value in checking 
symptoms and different modes of 
treatment. 


f) Jt will not bring him back. 
True, but it gives someone else, 
possibly a member of the family, 
added years of life. It might, for 
example, detect unsuspected her- 
editary disease in surviving mem- 
bers of the family. 


g) We do not care what he 
had. This may be true now when 
the shock of grief is sharp; but 
later when the pain has been re- 
lieved, unanswered questions can 
lead to uneasiness. What was 
really responsible for death? It is 
certainly a comfort to survivors to 
know that everything medically 
possible was done, that the family 
need not reproach themselves for 
neglect. Furthermore, autopsy 
may actually show that death at 
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this time was a blessing in dis- 
guise, considering other prognoses 
discernible only post mortem. 


h) Autopsies are brutal and we 
know too much about them. Such 
an objection probably originates 
with someone attached to a hos- 
pital where undignified conduct 
has prevailed in the autopsy room. 
The only answer to such an objec- 
tion is that autopsies done in this 
hospital are done in a way alto- 
gether inoffensive. To see that 
this is true, those responsible will 


find Dr. Smith’s suggestion a 
source of both inspiration and 
meditation: 


Above all it must be impressed upon the 
staff and students that levity has no 
place at all in the autopsy rooms. The 
qualified physician and diener will al- 
ways view the dead body with reverence. 
One simple device serves to maintain the 
proper attitude in the personnel con- 
cerned (and all hospital personnel should 
be oriented to the proper necropsy suite 
attitude): a crucifix, preferably a very 
large one, should be hung at eye level 
in a prominent place. The pathologist 
can quickly elevate his attitude toward 
the dead human body by quietly saying 
a prayer for the patient’s soul. For some 
years now I have found that an “Ave” 
recited while beginning the hard and 
sometimes unpleasant work of the exami- 
nation supernaturalizes the task and 
lightens the load.?° 
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It is emotional prejudices such 
as the above which keep the au- 
topsy count low. While such ob- 
jections cannot stand up under the 
cool approach of reason, the rea- 
sonableness and desirability of 
autopsy can scarcely be expected 
to appeal to those whose deep an- 
guish inhibits sound reasoning. If 
a more humane attitude is to be 
hoped for in the sorrowing next 
of kin, existing prejudices should 
be dissipated before grief has had 
a chance to protect, solidify, and 
intensify the prejudice. The medi- 
cal profession must do more in 
popular literature to educate the 
public to the advantages of au- 
topsy. In pursuance of this worth- 
while effort, the Church, after 
taking stock of human needs and 
basic truths, would speak her 
sound and humane position: one 
midway between materialistic 
abuse and unwarranted refusal in 
the face of the many legitimate 
needs of medical science and the 
common good. What is true of 
the care of the sick is shown to be 
true of the handling of the dead: 
sound medicine is sound morality. 


20Smith, loc. cit., 55. 


169 


Progress ta Supplying Medical Needs 
to Under-Deueloped pbreas of the World 


For centuries Christian medical 
men and women have demonstrated 
their love for Christ by practicing 
their art in the under-developed 
areas of the world. At no time has 
the need for medical volunteers 
been as great as the present. Many 
religious orders are_ specifically 
founded to train and send medical 
and ancillary personnel to serve 
in the areas of the world most 
lacking in medical care. There is 
now great demand for lay medical 
volunteers to give a few months, 
several years, or a lifetime doing 
God's work in the missions. 


There are approximately 2,772 
dispensaries and 572 hospitals 
under Catholic auspices. In for- 
eign under-developed lands these 
represent 97 religious orders. The 
total staffs of these hospitals in- 
clude 750 physicians and 6,000 


nurses. 


Two of our most active Catholic 
Physicians’ Guilds ~ Detroit and 
Los Angeles — have done out- 
standing work in sending and 
maintaining lay medical personnel 
in Guatemala and Africa, respec- 
tively. 

During the June 1960 meeting 
of the National Federation in 
Miami, a Medical Mission Study 


Committee, under the chairman- 


Report prepared by J. E. Holoubek, M.D., 
of Shreveport, First Vice-President of the 
National Federation of Catholic Physi- 
cians’ Guilds and member of the Mission 
Committee. 
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ship of Dr. Robert Locey, was 
formed. It was directed to: 


1. Explore and investigate the 
need for and the feasibility 
of a central medical bureau 
under the auspices of the Na- 
tional Federation through an 
information center with lines 
of contact between interested 
lay personnel and ecclesias- 
tical authorities in direct 
charge of foreign mission 
work. 


2. Study the specific organiza- 
tion of personnel and the fi- 
nancial requirements for es- 
tablishing such a _ bureau 
under the auspices of the Na- 
tional Federation. 


3. Interest each of the Federa- 
tion’s member Guilds in sup- 
porting such an endeavor. 


Many study conferences and 
meetings of the committee were 
held in St. Louis and Washington, 
D. C. The result of these studies 
indicated that the Catholic Medi- 
cal Mission Board of New York 
City has the facilities, the person- 
nel, and is willing to establish the 
central medical bureau. It was 
recommended that the National 
Federation of Catholic Physicians’ 


‘Guilds help and encourage the 


Board in its functions and should 
not undertake to duplicate this 
function. 


Under the leadership of Rever- 
end Anthony F. LaBau, S.J., Di- 
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rector of the Catholic Medical 
Mission Board, meetings were held 
in New York City June 27, 28, 
and 29 to discuss methods for 
sending lay medical volunteers to 
areas of the world where they are 
most needed. More than 75 at- 
tended the sessions, among whom 
were five Bishops, many physi- 
cians, priests and sisters, nurses 
and other personnel representing 
lay organizations. 


Dr. Paul S. Lalone, D.D.S., of 
Rochester, New York who spends 
six months of every year serving 
in the mission dental clinics dis- 
cussed his work and the dental 
needs in under-developed coun-~- 
tries. 


Very Reverend John De Marchi, 
I.M.C., of Washington, D. C. re- 
ported that more than 70 physi- 
cians from Italy have gone to the 
missions and plan to remain for 


life. 


His Excellency, Most Rever- 
end T. T. Wade, Bishop of the 
Solomon Islands, reported the need 
for lay medical help in his diocese. 
He also discussed the difficulties 
involved in obtaining and main- 
taining workers. 


His Excellency, Bishop Swand- 
strom, Director of Catholic Relief 
Services, discussed the urgent need 
of lay medical volunteers in many 
areas of the world. 


Dr. William Smith, D.D.S., dis- 
cussed the period he had spent as 
a missionary. He trained young 
priests in the rudiments of dental 
care in an area where this service 
was lacking. 


Other inspiring remarks were 


made by Reverend Joseph J. Wal- 
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ter, SJ., of the Jesuit Mission 
Board, Reverend John J. Consi- 
dine, M.M. of Maryknoll, New 
York, and Reverend Frederick 
McGuire, C.M. of the Mission 
Secretariat, Washington, D. C. 


Reverend James Tong, S.J., Di- 
rector of the Catholic Hospital As- 
sociation of India, presented the 
needs and described hospital facili- 
ties available in India. He offered 
co-operation for short or long term 
volunteers. Father Tong discussed 
the Medical Mission Institute of 
Wurtzburg. It was initiated in 
1924 and is comprised of men and 
women medical students who 
spend five years in the missions 
after graduation. Similar associa- 
tions exist in Italy, Belgium and 


Canada. 


Father LaBau explained em- 
phatically that the medical mis- 
sion bureau to be _ established 
would not supplant or attempt to 
set policies for any existing medi- 
cal mission societies. The Cath- 


olic Medical Mission Board would: 


1. Keep a file of existing medi- 
cal personnel along with a 
listing of the needs. He 
asked the co-operation of all 
sending and receiving groups. 


2. Publish a monthly report 
listing areas needing medical 
help and the kind needed. 


3. Assist in making arrange- 
ments between the partici- 


pants and the _ receiving 
agents. 

4. Advise and help arrange li- 
censure. 


5. Keep a record of post-gradu- 
ate training courses for re- 
turning personnel. 
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6. Endeavor to obtain informa- 
tion with reference to hous- 
ing and other necessities for 
families of lay medical vol- 
unteers. 


Dr. Eusebius J. Murphy, Presi- 
dent of the National Federation, 
reported the findings of the Medi- 
cal Mission Study Committee and 
suggested that the organization 
will help by: 

1. Establishing a permanent 

Medical Mission Committee. 


2. Urging individual Guilds to 
establish similar committees. 


3. Screening medical volunteers. 


4. Publishing information con- 
cerning the project in THE 
LINACRE QUARTERLY. 


A sub-committee, consisting of 
the Deans of the six Catholic med- 
ical schools, was appointed to meet 
with Father LaBau and to make 
recommendations to implement the 
program. The following day the 
committee recommended that a 
full-time Medical Director be ap- 
pointed to co-ordinate all of the 
activities. This is to be done as 
soon as the proper individual can 
be obtained. 


It was the earnest hope of all 
those in attendance that within a 
few weeks or months the new de- 
partment of the Catholic Medical 
Mission Board would be function- 
ing efficiently to help direct the 
many lay medical volunteers to 
areas where they are most needed 
and can serve most advantag- 
eously. 


The National Federation has 
assumed no financial responsibility 
for this highly laudable and, in- 
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deed, necessary enterprise. We 
do, however, highly recommend 
this great work of charity in 
Christ’s name and_ prayerfully 
hope that each Guild in its own 
self-determined fashion may find 
a way to help. Lacking organized 
action, may each individual doc- 
tor do what he can in terms of 
financial assistance and, perhaps, 
personally dedicated service where 
this sort of sacrifice is possible. 


There are many ways in which 
individual Catholic physicians or 
each Guild as a unit, can become 
active in the medical mission field. 
Some of these are: 


a. Offer daily prayers and good 
works to God for the success 


of the medical mission activ- 
ities of His Church. 


b. Individual physicians may 
volunteer to serve for a few 
months or several years in 
hospitals and _ dispensaries 
overseas. 


c. A Guild may establish a proj- 
ect sponsoring and maintain- 
ing one or more of its mem- 
bers in a mission hospital, as 
the Detroit Guild has done 
in Guatemala and the Los 
Angeles group in Northern 
Africa. 

d. A Guild can adopt a mis- 
sion hospital, supplying 
equipment and medicines. 

e. Supply medicines to a field 
hospital. This has been done 
by the New Orleans Guild 
for years and the practice 
has been started recently 
with the Shreveport Guild. 


f. Encourage local Catholic hos- 
pitals to manage a hospital in 
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the field and staff it with 
physicians, nurses, and tech- 
nicians on a rotating basis 
from its own supply. 


g. Local Guilds can encourage 
interns, resident and medical 
students to spend from one 
to three years in the mis- 
sions at the beginning of 
their practice. 


h. A Guild can establish a 
scholarship fund which would 
help support medical students 
through their training, with 
the understanding that they 
would spend three years in 
the field after internship or 
residency. 


i. Local Guilds could help ar- 
range localities for practice 
or obtain residencies for 
further training to be offered 
to medical men and women 
returning from the missions. 


j. Encourage members who are 
full-time medical school pro- 
fessors to spend one year in 
teaching in a foreign medical 
school. 


k. Supply medical literature for 
mission hospitals and medical 
schools. 


l. Provide a scholarship fund 
which would enable foreign 
men and women to study 
medicine in this country or 
elsewhere, to prepare them 
for practice in their native 
lands. 


m. Encourage local dentists, 
nurses, laboratory and x-ray 
technicians and other para~- 
medical personnel to volun- 
teer for the missions. 
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n. Individual physicians who 
cannot give active service in 
the missions can give month- 
ly financial support to the 
medical mission of their 
choice or send it directly to 
the Catholic Medical Mis- 
sion Board, Inc., 10 W. 17th 
Ste eNews .York. 11 New 
York. 


We asked Dr. John M. Malone, 
President of the Detroit Guild, 
and deeply interested in the mis- 
sion project to give us an account 
of his group's support of endeavors 
to assist in Guatemala. His re- 
marks follow: 


In the fall of 1959, the Detroit 
Guild first became aware of the 
medical mission efforts of the 
Church and the need for enlarge- 
ment of this endeavor when we 
were approached by several physi- 
cians, then residents, who them- 
selves were interested in serving 
the missions in the practice of 
medicine. They had investigated 
the need for a national organiza- 
tion which would aid and en- 
courage those medical personnel 
desiring to go to the missions. The 
Guild then committed itself to 
establishment of such a bureau. 
We are still keenly interested in 
this project and sincerely hope to 
see such a service functioning in 
the near future. 


One of the above mentioned 
residents was from Guatemala and 
about that time returned there to 
establish his practice. This, in 
turn, led to our “Guatemala Proj- 
ect.” Since his return home, he 
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has formed a group of 22 local 
physicians who, on days off, staff 
several clinics in the rural areas 
of Guatemala. These are largely 
in Indian territory and have been 
established with the co-operation 
of the Maryknoll Fathers and Sis- 
ters along with the Guatemalan 
government. Equipment for these 
and a 50-bed hospital, which we 
hope will soon be opened, has been 
sent by World Medical Relief, a 
local lay group in Detroit which is 
doing tremendous work. 


Two requests have been mailed 
to members of the Detroit Guild 
for financial support of this proj- 
ect and the response has been 
good. We have endeavored to 


Remember someone with a subscription 
to THE LINACRE QUARTERLY as a Christ- 
mas gift. Ad remembrance of lasting 


value. A gift note will be sent in your 


name. 
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emphasize the idea of ‘‘doctor aid- 
ing doctor” along with support of 
mission work. In turn, the group 
in Guatemala has established a 
committee of physicians, dentists, 
priests and lay leaders to super- 
vise the use of the funds. A report 
will be distributed to the Guild 
members describing how their 
work is progressing. 


It is obvious to all the tremen- 
dous need for such projects and 
the good results to follow. We be- 
lieve that by participation in such 
efforts we are not only aiding the 
Church and our fellowmen, but 
are giving new pride and vitality 
to our local Guild and its member- 
ship. 
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Curr ent Literature: Titles and Abstracts 


Material appearing in this column is thought to be of particular interest 
to the Catholic physician because of its moral, religious, or philosophic 


content. 


The medical literature constitutes the primary but not the 


sole source of such material, In general, abstracts are intended fo reflect 
the substance of the original article. Parenthetical ed.torial comment may 
follow the abstract if considered desirable. Books are reviewed rather 
than summarized. Contributions and comments from readers are invited. 


THE PROBLEM OF informing the 
patient, particularly when concerned with 
malignancy, continues to concern the 
profession. In a Swedish study based on 
101 patients with inoperable tumors it 
appeared that those patients not told of 
their condition presented much greater 
problems to their families (Gerle, B., 
Lundén, G., and Sandblom, P.: The 
patient with inoperable cancer from the 
psychiatric and social standpoints; a 
study of 101 cases, Cancer, 13:1206- 
1217, November-December, 1960). Fur- 
ther data supporting the advisability of 
“telling” have been marshaled by Oken, 
who found that 90 per cent of 219 phy- 
Sicians indicated a preference for ‘not 
telling” the cancer patient. The reasons 
for such a preference reflected ‘‘incon- 
sistencies, opinionatedness, and resistance 
to- change and to research.”’ Feelings of 
pessimism and futility about cancer were 
basic to this attitude. Unfortunately 
these responses tend to interfere with 
progress in cancer therapy. (Oken, D.: 
What to tell cancer patients; a survey of 
medical attitudes, J.A.M.A., 175:1120- 
1128, April 1, 1961). In a third article 
a psychiatrist from the Mayo Clinic pre- 
sents cogent reasons for informing the 
patient of a diagnosis of carcinoma in 
most instances. (Litin. E. M.: Should the 
cancer patient be told?, Postgrad, Med., 
28:470-475, Nov. 1960). Less extensive 
treatments of the problem have appeared 
in Medical Economics (When patients 
ask tough questions, 38:54-58, Jan. 2, 
1961) and Physician’s Management 
(When you have to break the bad news, 
1:56-62, June 1961). 


White, L. P., Linden, G., Breslow, L., 
and Harzfeld, Lois: Studies on mela- 
noma; the effect of pregnancy on sur- 
vival in human melanoma, J.A.M.A., 
177:235-238, July 29, 1961. 


In-71 women with proved melanoma 
pregnancy data were studied. Although 
it could not be demonstrated statistically 
that preqnancy was deleterious to women 
with melanoma, the advisability of preg- 
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nancy in individual cases could not be 
evaluated. Therapeutic abortion is not 
indicated in the management of mela- 
noma since it is not effective in causing 
regression of an established tumor. 


Paniagua, M. E., Vaillant, H. W., and 
Gamble, C. J.: Field trial of a contra- 
ceptive foam in Puerto Rico, J.A.M.A., 
177:125-129, July 15, 1961. 


A vaginal contraceptive foam was 
acepted by 69 per cent of 222 low- 
income urban women of child-bearing 
age to whom it was offered in Puerto 
Rico. There was no evidence that re- 
ligion influenced their acceptance or re- 
jection of the method. The method de- 
creased the number of pregnancies from 
80 per 100 couples per year of exposure 
to 29 and later to 17. The authors feel 
the method is practicable in Puerto Rico. 


—R,J.C. 


Bonnar, A. (O.F.M.): The priest and the 
psychopath, Catholic Medical Quar- 
terly, 14:8-19, Jan. 1961. 


The immediate goals of priest and psy- 
chiatrist are different; the one endeavors 
to restore the sick mind to its normal bal- 
ance, the other promotes a closer union 
with God. The work of each will com- 
plement and overlap the other's; how- 
ever, the priest must not assume the dut- 
ies of the psychiatrist under the threat of 
real harm to the subject. 


The priest and the neurotic: Two ele- 
ments seem always to be present in neu- 
rosis, a sense of guilt and a sense of 
insecurity. When dealing with neurotic 
guilt, whether it is psychological guilt or 
moral blameworthiness, the priest must 
drive home with authoritative kindness, 
patience, and firmness the following 
truths: 


1. There is no guilt but the moral 
guilt which comes with deliberate 
disobedience to God’s will. 


2. Feelings of shame from other 
sources should be seen in perspec- 


175 


tive as having no permanent im-~- 
port in our lives. 


3. Everyone has something in his 
life which, though not always a 
moral fault, he would be ashamed 
that others should know. 


However, the spiritual counselor should 
not expect this advice to have an imme- 
diate effect — it may take years. 


These ideas can also temper the feel- 
ings of neurotic insecurity, which is often 
joined with attempts at personal expia- 
tion. However, the priest can attack this 
matter more directly by repeatedly insist- 
ing on these two truths: 


1. There can be no insecurity for 
those who place themselves in 
God's hands with confidence based 
on an all-surrendering love. 


2. Although good living and repen- 
tance for evil done are necessary, 
expiation and the removal of guilt 
come not from our activity but 
from the loving pardon of God. 


The priest and the psychotic: Just as 
with neurosis, the priest is not profes- 
sionally equipped to deal with psychosis 
as such — and he should not try to do so. 
The priest should not even try to per- 
suade the psychotic that his delusions 
have no existence in fact, for then the 
psychotic would classify him as another 
who does not understand him. He can 
with sympathy give him spiritual assis- 
tance. 

The priest and the psychopathic per- 
sonality: Since the psychopath has al- 
most no sense of guilt and has a very 
short-term view of his actions, he will 
be a very poor subject for spiritual guid- 
ance. 


The spiritual counselor should beware 
of practicing any kind of psychological 
analysis or amateur psychotherapy with 
the purpose of restoring mental health; 
another real mistake would be to stress 
fear rather than love in spiritual moti- 
vation. A possible serious error of a 
psychiatrist would be to mistake for a 
neurosis the mental tension which arises 
from the refusal to face up to a moral 
difficulty. — HJ.M 


Pridie, R. B. and Stradling, P.: Manage- 
ment of pulmonary tuberculosis during 
pregnancy, Brit. Med. J., No. 5244, 
pp. 78-79, July 8, 1961. 


A total of 103 pregnancies in 73 wo- 
men with pulmonary tuberculosis active 
in the previous 5 years was analyzed. 
With adequate chemotherapy, the preg- 
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nant woman with pulmonary tuberculo- 
sis showing any sign of recent activity 
can undergo pregnancy and labor with- 
out relapse. 


Mertens, C. (S.J.): Population and eth- 
ics: Pinpointing the problem, Cross 
Currents, 10:267-281, Summer 1960. 


The reproduction of the species and 
the peopling of the earth, as well as fe- 
cundity itself, may fall under an obliga- 
tion of control and regulation formerly 
unsuspected. Here are a few facts: 


1. If the rate of fecundity is constant, 
the increase in population is accelerated 
not only by the low mortality rate (916 
of 1000 reach the age of 40 in the ad- 
vanced countries), but even more so by 
a considerable increase in the number of 
persons of reproductive age. 


2. In economically advanced countries, 
there is a revolution of advancing and 
rising expectations. This requires capital. 


3. The more advanced countries are 
compelled to consider the problem of 
misery in the rest of the world and the 
demographic revolution that this misery 
brings about. 


4. Industrial civilization has brought 
with it a weakening of family ties. To- 
day the proportion of unmarried adults 
has diminished radically. 


Many  non-Catholics are seeking 
grounds for understanding and agree- 
ment. They interrogate moralists, asking 
them to take cognizance of the situation 
in which the world finds itself, and 
eventually to adjust their teachings in 
the light of these facts. 


Propaganda favoring birth control by 
contraception, and even abortion, is offi- 
cially recognized in an increasing number 
of countries; it is no secret that it is prac- 
aie: even in lands where it is prohib- 
ited. 


However, the slowing down of the 
birth rate brings with it its own serious 
problems: (1) a peril to the survival of 
the population. Families of four or more 
children cannot disappear if one wishes 
the population to grow, unless at the 
same time the number of one-child fami- 
lies is reduced due to physiological ster- 
ility; (2) an imbalance of age distribu- 
tion and an aging of the population. 
According to qualified demographers, the 
existence of a country is endangered if 
the aged in a population goes beyond 
24%. In fifty years, it is estimated that 
this will be Japan’s problem; (3) it 
leads to attacks on life and the source 
of life. In countries where abortion and 
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sterilization are legalized, the rate of 
illegal abortion is even higher than the 
legal rate; (4) there is an increase in 
conjugal infidelity, homosexuality. 


Even now the world is incapable of 
consuming all the nourishment which it 
is possible to produce. Tomorrow this 
amount will be even greater if present 
policies in economics and commerce con- 
tinue. 


According to demographers, there 
must be in Catholic teaching the follow- 
ing emphases: (1) stress on personal re- 
sponsibility in marriage on the legitimate 
regulation of procreation; (2) a struggle 
against incitements to eroticism which 
has overrun our life in society; (3) the 
obligation on those of greater wealth 
towards others, especially on the inter- 
national level. 


It is the duty of ecclesiastical authori- 
ties to face this problem and to see that 
competent laymen proceed with research 
which will permit them to cope with 
different situations, according to regions 
or social classes, and to adopt means 
which will reach a solution. 


— P.F.B. 


Hacker, F. J.: Scientific facts, religious 
values, and psychoanalytic experience, 
Pastoral Psychology, 11:24-32, June 
1960. 

Although in recent years the hostility 
between religion and science, in particu- 
lar the psychological sciences, has grown 
less, there is still fear of too close con- 
tact. Psychiatry is capable of contribut- 
ing toward the unification of scientific 
and religious pursuits because of its con- 
tributions to an understanding of man’s 
nature. In particular it throws light upon 
the relation between faith and proof. Be- 
cause psychiatry deals with human prob- 
lems, it cannot neglect such philosophical 
and theological speculations as those 
concerned with freedom, morality, mean- 
ing and purpose of life. Any attempt 
to separate science and religion creates 
an artificial and untrue dualism. 


The existential aspect of man’s being 


and his relation to the world, to others’ 


and to himself, is the subject matter of 
psychiatry and religion. A meeting of 
minds cannot take place on the basis of 
a division of labor which breaks up the 
totality of man’s experience into two 
essentially unrelated, artificially separated 
spheres and creates specialists for values, 
morality, and faith and other specialists 
for facts, reality, and reason. There is 
no fact without value, no reality without 
morality, no reason without faith. Psy- 
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chological science can shed much light 
on the genesis of faith, on the interper- 
sonal relationships so vital to religious 
belief. Between fallacy of obscurantism 
that disguises the thought taboo with 
the dignity of religious faith and the 
fallacy of shallow rationalism that for 
the sake of progress denies the essentials 
of human experience, a new way of co- 
operation between psychiatrists and theo- 
logians must be devised. Every religious 
curriculum should include the study of 
psychiatry and vice versa, since both are 
dedicated, for humanitarian and divine 
reasons, to the alleviation of mankind's 
avoidable pains. — AR. 


Angrist, A. A.: A pathologist’s experi- 
ence with attitudes toward death, 
Rhode Island Med. J., 63:693-697, 710 
Nov. 1960. 


(This essay, the 13th Annual Doctor 
Isaac Gerber Oration, was written by 
the Chairman of the Department of Pa- 
thology, Albert Einstein College of 
Medicine. The topic is discussed under 
the following headings: 1. Clinical ob- 
servations; 2. Ideas concerning the after- 
life; 3. Psychological factors in the indi- 
vidual; 4. Care of the dying; 5. Care of 
the dead body, and 6. Comments and 
recommendations. ) 


Reappraisal of eugenic sterilization laws, 
J.A.M.A., 173:149-154, July 1960. 


Since steriilization is a drastic remedy 
and generally a permanent infringement 
of the bodily integrity, those affected by 
laws authorizing it are entitled to every 
reasonable precaution. Thus far they 
have not been adequately protected. The 
sterilization of persons (1) without legal 
authorization, (2) before the constitu- 
tionality of the law is tested, (3) under 
unconstitutional laws, and (4) with lack 
of representation by counsel, are all clear 
illustrations of this disregard of rights. 


The fact that scientific opinion differs 
as to the value of sterilization certainly 
indicates that the merits of this type of 
legislation should be reevaluated. Since 
court decisions have assumed that the 
conditions included in sterilization stat- 
utes are hereditary, the constitutionality 
of statutes is questionable if scientific 
opinion is divided concerning the effec- 
tiveness of this procedure. A study of 
sterilization statistics indicates that its 
use is steadily decreasing. However, it 
is not known whether this stems from 
doubts concerning the constitutionality of 
the laws, public reaction, or a change in 
medical opinion. —~ GPS. 
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O'Callaghan, D.: Fertility control by hor- 
monal medication, The Irish Theologi- 
cal Quarterly, 27:332-339, October 
1960. 

In a previous article, ‘Fertility Con- 
trol by Hormonal Medication,” TQ, 27 
(1960), pp. 1 ff., the author shows that 
it can be morally justifiable for a married 
couple to administer synthetic hormones 
to correct an erratic menstrual cycle and 
thereby make the “safe period’’ more 
reliable. In a letter to the author, Doc- 
tor J. D. Acland maintains that it would 
follow from the author's principles that 
it is permissible for a married couple 
prudently to make regulation of their 
family more efficient by using inhibitors 
of ovulation in situations where the use 
of the ‘safe period’ would be morally 
permissible. 


In reply to Dr. Acland’s letter, when 
hormonal medication is employed to sup- 
press ovulation or to lengthen the natural 
sterile period, it constitutes a direct steri- 
lization which can never be lawful. On 
the other hand, when these measures 
simply regulate ovulation by correcting 
an erratic cycle, it is lawful to employ 
them because in this case there is no 
suppression of function or curtailing of 


fertility. — J.L.B 
Ploman, L. and Wickeell, F.: Fertility 
after conservative surgery in tubal 


pregnancy, Acta Obstetrica et Gyne- 
cologica Scandinavica, 39: 1960. 


In the years 1944 to 1955, 194 patients 
with tubal pregnancy were operated 
upon at the University of Lund, Sweden. 
The surgical technique was conservative 
whenever possible; the mortality rate 
was zero. Subsequent fertility was 
studied by a follow-up covering 99 per 
cent of the patients. The gross post- 
operative fertility was 48 per cent and 
the corrected postoperative fertility (ster- 
ilized cases subtracted) was 62 per cent. 
Three-fourths of the women who became 
pregnant produced living children, but 
conservative surgical treatment also is 
followed by a higher incidence of recur- 
rence. 

Total saving of the affected oviduct is 
recommended as the preferable surgical 
procedure in tubal pregnancy when post- 
operative fertility is desired. — R.J.T. 


Neuberger, K. T.: Some neuropathologi- 
cal aspects of boxing, Industrial Medi- 
cine and Surgery, 29: 440-441, Sep- 
tember 1960. 

Because of serious brain damage, re- 
sponsible parties should realize that pro- 
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fessional boxing is a potentially very 
dangerous endeavor. Promoters should 
be put under strict obligation to inform 
their prospective candidates of the in- 
herent dangers, emphasizing the fact that 
delayed mental deterioration may occur 
in an as yet unknown, but certainly sig- 
nificant, percentage of professional box- 
ers. — GPS. 


Parker, W. L. and Trifunov, J.: The 
sport of amateur boxing— good or 
evil? The Canadian Medical Associa- 
tion Journal, 83:432-435, August 27, 
1960. 


Boxing as a sport is unique, in that 
the primary objective of the participants 
is to hit one another with their closed 
fists. There is a distinction between hit- 
ting and hurting, although in many in- 
stances the two are obviously synony- 
mous. Nevertheless, serious injuries and 
fatalities are being reported more fre- 
quently, and although ocurring predomi- 
nantly in professional fights, a distress- 
ingly large number are occurring in 
amateur fights. Most knockouts appar- 
ently result in only a temporary inca- 
pacity and are usually of short duration, 
but the long term accumulative effect 
of such experiences is a matter of some 
concern, There is ample evidence that 
tends to incriminate boxing as a sport, 
and which caused the Belgian Govern- 
ment to pass strong legislation against 
the sport, and Iceland to declare boxing 
illegal. 


However, if supervised correctly, per- 
haps boxing can be used to strengthen 
a young man’s character and make him 
a better citizen. But the relative merits 
of amateur boxing as a rigorous com- 
petitive sport should be weighed against 
its possible health hazards, bearing in 
mind that adequate supervision and regu- 
lation may entirely eliminate the latter. 


— W.KS. 


Del Vecchio, Giorgio: Natural law and 


the teachings of Pius XII, The Jurist, 
20: 243-252, July 1960. 


The proponents of the natural-law 
theory have defended their thesis with 
various methods and approaches. No 
avenue should be rejected, provided that 
the aim of these demonstrations is sub- 
stantially the same, i.e., to establish the 
absolute value of law in its pure ideality, 
beyond the contingent and changeable 
manifestations of the human will. 


Generally speaking, the methods used 
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to defend natural law can be reduced to 
two. The first, which we may call “dog- 
matic,’ has as a point of departure faith 
in divinity, and conceives of law as hav- 
ing been dictated and imposed by God; 
the second, which we may call “critical,” 
is based on an analytical examination of 
human nature. They both complete one 
another, and in the end both actually 
merge. 


Those who have sought to define the 
universal principles of law by means of 
a critical analysis of human nature have 
been afforded great satisfaction in Seeing 
the results of their labors valued by 
Pius XII, who solemnly declared that 
the norms of the new order of the world 
must rest on the “‘unshakeable rock of 
natural law.” — P.F.B. 


Thieffry, M. (S.J.): Sterilisation hor- 
monale et morale chrétienne, Nouvelle 
revue théologique, 83: 135-158, Feb. 
ruary 1961. 


The increasing use of hormones that 
produce temporary sterility gives occa- 
sion to the moralist to examine the liceity 
of using such medication. What compli- 
cates the moralist’s judgment is the fact 
that such steroid hormones are legiti- 
mately used for treatment of certain dis- 
orders. The question is, under what cir- 
cumstances is the temporary sterility re- 
sulting from such medication permissible, 
and what principles determine the legiti- 
macy of this temporary mutilation of 
organic function. 


The Church provides us with the prin- 
ciples of solution of the problem. In con- 
demning eugenic sterilization, Pius XI 
enunciated the principle of totality, i.e., 
that mutilation is never permissible ex- 
cept when the good of the whole organ- 
ism is unattainable by all other means. 
Pius XII reiterated this principle and 
emphatically denied that a healthy organ 
could be removed or its function sup- 
pressed so long as its continued func- 
tioning has no connection, either direct 
or indirect, with the cure of a pathologi- 
cal condition. On the question of sterili- 
zation by pill, Pius XII rejected any use 
that would be equivalent to direct steri- 
lization, but recognized as licit the use 
of pills to cure a pathological condition. 
The indirect sterilization that accompa- 
nies such treatment may be permitted 
under the principle of double effect, so 
long as the good effect and not the evil 
is desired, and only if there is a propor- 
tion between the evil permitted and the 
good obtained. In any case, the sterili- 
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zation can be neither the means nor the 
object of the treatment, 


These principles may now be applied 
to certain cases involving the use of 
steroid hormones, the most common of 
whicn is the correction of irregularities in 
the menstrual cycle. The problem here 
is that not every irregularity is truly 
pathological or abnormal in the medical 
sense. The case that most frequently 
arises is whether a woman may avail 
herself of hormonal medication accom~- 
panied by temporary sterilization in order 
to regularize her cycle with the intent 
that she might thereby more reliably 
practice periodic continence as a means 
of avoiding pregnancy. Such a use of 
steroid hormones is legitimate only when 
it has for its object the correction of 
some physical discomfort resulting from 
the irregularity and not with a view to 
the contraceptive effect of the treatment. 
The circumstances and the intent of the 
agents are primary considerations in de- 
termining the liceity of such an action. 

What are we to say of those cases in 
which cyclic irregularity that would 
render periodic continence unreliable as 
a method of birth prevention is accom- 
panied by a grave or panicky fear of 
pregnancy? Would the use of progest- 
erones be licit? An affirmative answer 
may be given only if sound medical rea- 
soning can show that the medicines inhib- 
iting ovulation really constitute the 
necessary and sufficient treatment of the 
psychological disturbance, or are an in- 
tegral part of the elements that normally 
enter the psychotherapeutic treatment of 
such cases. The physician must take care 
never to prescribe a sterilizing agent sim- 
ply as a means of avoiding an undesir- 
able pregnancy, for this procedure falls 
under the ban upon direct sterilization. 


Yet another case where the use of 
steroid hormones has been widely dis- 
cussed concerns the time of lactation. 
In many cases ovulation is naturally sup- 
pressed by a bodily mechanism, at least 
during the first few months of lactation. 
Should ovulation and menstruation re- 
vive during lactation, may the mother 
use steroid hormones to suppress ovula- 
tion and thereby remove the possibility 
of conception during the postpartum peri- 
od? Although the question is still moot, 
such an action does not appear permis- 
sible until the advance of medical knowl- 
edge can establish that ovulation during 
the time of lactation truly constitutes an 
abnormal or pathological state. At pres- 
ent, the medical evidence does not seem 
to admit of such a view. —C.E.G. 
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O’Connor, V. J.: Surgical correction of 
male sterility, Surgery, Gynecology, 
and Obstetrics, Vol. 110, No. 6:649- 
657. 

The mechanical causes of male steril- 
ity, as found in a series of 156 patients 
subjected to surgical exploration, are re- 
viewed. The different procedures which 
have been used in an attempt to re- 
establish a satisfactory channel for the 
passage of spermatozoa have been 
thoroughly investiaated and the results 
analyzed as carefully as possible. 

While the results obtained have pro- 
duced both pessimistic and optimistic 
phases of opinion, continued and more 
widespread work along these lines seems 
warranted in the hope of restoring fer- 


tility to more of these patients. 
— RAG. 


THE FOLLOWING are additional 
items of interest: 


Exton-Smith, A.N.: Terminal illness in 
the aged, Lancet, 2:305-308, Aug. 5, 
1961. 


de Lestapis, S. (S.J.): Family Planning 
and Modern Problems. Herder and 
Herder, New York. 1961. $6.50. (A 
Catholic analysis of the problem. 
Original edition in French reviewed 
in this journal, 27:30, Feb. 1960). 


Suenens, Leon-Joseph: Love and Control 
—A Contemporary Problem. (Trans- 
lated by George J. Robinson.) New- 
man Press, Westminster, Maryland. 
1961. $3.25. 


Leyse, R., Ofstun, M., Dillard, D. H., 
and Merendino, K. A.: Congenital 
aortic stenosis in pregnancy, corrected 
by extracorporeal circulation — offer- 
ing a viable male infant at term but 
anomalies eventuating in his death at 
four months of age — report of a case, 


J.A.M.A., 176:1009-1012, June 24, 
1961. 


(Editorial): Clash of symbols, America, 
105:502, July 8, 1961. (Discussion of 
the recent U. S. Supreme Court de- 
cision regarding Connecticut’s birth 
control law.) 


Allemang, W. H.: Pregnancy in the ab- 
sence of adrenocortical function, Cana- 
dian Med. Assn, J., 85:118-122, July 
15, 1961. 


Glass, D. V.: Population growth, fertility 
and population policy (abstract), Na- 
ture, 187:849-850, Sept. 3, 1960. 


Déchanet, J. M. (O.S.B.): Christian 
Yoga. Burns & Oates, London. 1960. 
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Edsall, J. T.: The physician and the 
scientific revolution of our time, Pharos 
of Alpha Omega Alpha, 24:162-169, 
July 1961. (Includes a discussion of 
the population problem.) 


O’Connor, J. I. (S.J.): The location of 
hospital chapels, Hosp. Progress, 42: 
24, March 1961. 


Stephanie, Sister M. (S.S.C.): Chaplain- 
hospital relationship, Hosp. Progress, 
42:152, May 1961. 


Aubuchon, Marie T.: Sister-nurses in the 
Civil War, Hosp. Progress, 42:182, 
May 1961. 


Harrington, P. V. (Rev.): The “Catho- 
lic” hospital, Hosp. Progress, 42:68-70, 
June 1961. 


Futcher, P. H.: William Osler’s religion, 
(editorial) Arch. Int. Med., 107:475- 
479, April 1961. 


Swigart, P. F. Hemophobia, 
Med., 17:324-325, June 1960. 


Saez, E. J.: Contribution to the study of 
St. Luke, physician (in Portuguese), 
An. Paul. Mer. Cir., 78:371-373, Dec. 
1959. 


Gordon, B. L.: Biblical and Talmudic 
medicine, Hebrew Med. J., 1:223-231, 
1960. 


Kohoutek, M. and Kolar, J.: Pregnancy 
and delivery after commisurolysis, Zeit- 
schr. f. Geburtsh. u. Gynaek., 156:343, 
1961. 


Fox, W. G.: Spiritual needs of older per- 
sons, New Physician, 10:205-209, July 
1961. 


Whitehorn, J. C.: The doctor’s image of 
man (Shattuck Lecture) New England 
J. Med., 265:301-309, Aug. 17, 1961. 
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Book Review 


Waritage aud Periodic bbstineuce 


JeGarieHoltmVED seks: G: 
Adapted by John Marshall, M.D., F.R.C.P., M.R.C.P., D.P.M. 


Book Review by 
Alice Holoubek, M.D. 


Dr. Holt's second edition of this book claims to give an almost un- 
qualifiedly ‘‘sure”’ procedure to determine the time of ovulation. How- 
ever, his description of the only thing new in the book, the simple 
technical expedient of a windowed indicator to simplify reading of the 
temperature chart, seems inadequate to this reviewer. His confidence 
in this method gained by analysis of thousands of temperature charts 
seems to be somewhat exaggerated considering the fact that he advises 
women with very irregular menstrual periods to seek expert help. Also, 
as all other investigators, the author finds this method unreliable in 
cases of “‘‘illness, extraordinary fatigue, or special emotion.” 


His history of the discovery and studies of this method of determi- 
nation of time of ovulation is comprehensive, but, particularly in regard 
to the animal investigations, may prove distasteful to the American 
female reader. The reviewer feels that this book gives a good technical 
reference for the use of this method and a quite practical one, especially 
if the average reader is told to use the summary provided instead of 
reading pages 1 to 64. However, other methods of the determination of 
the time of ovulation are presently being studied, and certainly must not 


be ignored. 
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The Doctor and The Redemption, Aug., 115 
Roll Call — Catholic Physicians’ Guilds, Feb., 44; May, 93; Aug., 137; Nov., 184 


S 
Signs of Our Times 
(William J. Egan, M.D.), Feb., 21 
Sir Dominic Corrigan: Healer of Hearts 
(Edward Podolsky, M.D., Ltt. D.), May, 55 


4h 
Taylor, Fred M., M.D. 
What Manner of Man, Feb., 18 
Medicine: Science, Profession, Vocation, May, 64 
Tenth International Congress of Catholic Doctors, May, 71; Aug., 144 


Vv 
Vallbona, Carlos, M.D. 
Electronic Automation in Medicine: Its Moral Implications, May, 74 
Villarrubia, Carolyn, B.A. 
Primary Carcinoma of the Lung in Nuns, Nov., 157 


Waters of Science and the Oil of Faith 

(Most Reverend John B. Grellinger, D.D.), Feb., 3 
What Manner of Man 

(Fred M. Taylor, M.D.), Feb., 18 
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Koll Call 


CATHOLIC PHYSICIANS’ GUILDS 


The listing below gives the name of the president and moderator of each Catholic 
Physicians’ Guild affiliated with the Federation. These groups constitute the national 


organization. 


ALABAMA 
Mobile 
President 
C. Aprien Bonet, Jr., M.D. 
1507 Spring Hill Ave. 


ARIZONA 
Phoenix 
Dace H. STANNARD, M.D. 
550 West Thomas 


Tucson 
SIDNEY KEMBERLING, M.D. 
5833 E. So. Wilshire Drive 


CALIFORNIA 
Bakersfield 
Puittips Dunrforp, M.D. 
614 Bernard St. 


Fresno 
Georce G. Wo tr, M.D. 
3004 N. Fresno St. 


San Diego 
WicuiamM A. Yancey, M.D. 
2290 6th Ave. 

Santa Rosa (Sonoma County) 
Anpbrew E, THueEseNn, M.D. 
50 Montgomery Drive 

Los Angeles 
FREDERICK K. AMERONGEN, M.D. 
10628 Riverside Drive 
No. Hollywood, California 

Oakland (East Bay) 
LAWRENCE W. Brown, M.D. 
2809 MacDonald Ave. 
Richmond 


Sacramento 


Norbert B. Frey, M.D. 
3029 El Camino Ave. . 


COLORADO 


Denver 
J. Puiwie Crarke, M.D. 
701 E. Colfax 


CONNECTICUT 


New Haven 
WiIuiaM Riorpan, M.D. 
111 Sherman Ave. 


Norwich 
H. Peter ScHwarz, M.D. 
172 Washington St. 
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Moderator 
Rev. P. H. Yancey, S.J. 


Rev. JOHN P. Doran 


REVEREND BERNARD HEALY 


Very Rev. Mscr. RoGER McCANN 


Rr. Rey. Mscr. JOHN F. Durkin 


REVEREND Epwarp L. KoxoszkKa 


REVEREND Erwin J. BECKER 


Rr. Rev. Mser. J. J. TRuxaw 


Rr. Rev. WILuiaM F. REILLY 


Rr. Rev. Mscr. THomas MARKHAM 


Very Rev. Mscr. Davin MALONEY 


Rev. JoHN C. Knotr 


Rr. Rev. Mscr. JoHN J. REItty, V.G. 


LINACRE QUARTERLY 


Stamford 


ANGELO MAsTRANGELO, Jr., M.D. 


19 Grandview Ave. 
DELAWARE 
Wilmington 
THomas H. McGuire 
212 Delaware Ave. 
New Castle, Delaware 


FLORIDA 
Miami 
FRANKLYN E. VERDON 
4100 Red Road 
ILLINOIS 
Belleville 
Ferp Mue.ier, M.D. 
204 Willow Creek Court 
Joliet 
NicHoLas P. Primiano, M.D. 
700 Western Ave. 


Peoria 
CLARENCE Warp, M.D. 
Lehmann Bldg. 
300 East War Memorial Drive 
Rock Island 
Tuomas W. Carter, M.D. 
1630 5th Ave. 
Moline, Illinois 
INDIANA 
Evansville 
Owen L. SLauGutTer, M.D. 
Medical Arts Bldg. 
Fort Wayne 
ArtTHur F. Horrman, M.D. 
3619 Harris Road 
Hammond 
C. E. Frankowski, M.D. 
1907 New York 
Whiting, Indiana 
Indianapolis 
Joun M. Courtney, M.D. 
4240 Washington Blvd. 
IOWA 
Dubuque 
Atoysius J. Havuix, M.D. 
QOL WW 3rd ots 
Tama, Iowa 
Sioux City 
Wituiam S. THoman, M.D. 
326 Davidson Bldg. 
KANSAS 
Wichita 
Witu1aM J. Rears, M.D. 
3400 Grand Ave. 
KENTUCKY 


Louisville 
Louis M. Fortz, M.D. 
323 Medical Arts Bldg. 
1169 Eastern Parkway 
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Rr. Rey. Mscr. N. P. CoLEMAN 


Rey. THomAs J. REESE 


Rev. JAMEs J. WALSH 


VeryY REv. CLEMENT G. SCHINDLER 


Rr. Rev. Mser. Epwin V. Hoover 


Rev. WaLTER BUCHE 


Rev. JoHN O'ConNoR 


Rr. Rev. Mser. Tuos. J. CLark 


Rey. ALBERT SENN, O.F.M. 


Rev. Ropert EMMONS 


Very Rev. JAMeEs P. GALVAN 


Rr. Rev. Mser. T. J. GANNON 


Very Rev. Mser. W. B. BAUER 


Rev. Patrick J. Hottoran, S.J. 


Rev. BERNARD BOONE 
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LOUISIANA 
Alexandria 


Ausrey M. ALEXANDER, M.D. 


Cabrini Hospital 


Baton Rouge 
Puiuip A. Castro, M.D. 
309 Triad Bldg. 
Houma (Terrebonne) 
H. L. Haypet, M.D. 
£)2 Barrow St. 
Lafayette 
NicHotas O rier, M.D. 
510 St. Landry St. 
Monroe 
Roy A. Ketty, M.D. 
1804 Roselawn 


New Orleans 
NicHotas J. Accarpo, M.D. 
2100 Tulane Ave. 
Shreveport 
E. Ray Morean, M.D. 
803 Jordan St. 
Southwest Louisiana 
(Lake Charles) 
C. O. Freperick, M.D. 
Medical Arts Bldg. 
Lake Charles, La. 
MAINE 
Portland 
Epwarp A. Greco, M.D. 
12 Pine St. 


MASSACHUSETTS 

Boston 
Francis W. Drinan, M.D. 
1180 Beacon St. 
Brookline, Mass. 

Fall River 
Francis J. D'Errico, M.D. 
130 Rock Street 

New Bedford 
WILLIAM WaLsH 
666 East Clinton Street 

Pittsfield 
JouHn F. Gowpey, M.D. 
955 North St. 


MICHIGAN 
Detroit 
Joun M. Ma ong, M.D. 
17300 Schaefer Rd. 
Grand Rapids 
ReinArD P. Nanzic, M.D. 
153 Lafayette S.E. 
Saginaw 
Rosert L. Vitu, M.D. 
808 No. Michigan 
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Rev. Paut E. Conway 


Rr. Rev. Mscr. H. P. LoHmann, V.P. 


Rr. Rev. Mscr. ANTHONY G. WEGMANN 


Very Rev. Rupo_pH ARLANTI 


Rev. Davi P. Dasria 


Very Rev. JOHN McQuapde 


Rev. Marvin J. BORDELON 


Rr. Rev. Mscr. L. H. Boupreaux, S.T.D. 


Rev. THomas M. Leg 


Rev. Joun A, McCartny, S.J. 


Rev. Dante. F. SHALLOO 


Very Rev. H. A. GALLAGHER 


Rev. Francis E. HILBert 


Rev. KeNNetH MacKInNoN 


Rr. Rev. Mscr. RAYMOND SWEENEY 


Rev. Francis A. JurREK 


LINACRE QUARTERLY 


MINNESOTA 
Minneapolis 
TuHeopore H. Sweetser, Jr., M.D. Rev. Georce GARRELTS 
1553 Medical Arts Bldg. 


Rochester 
Raymonp C. Horrtincer, M.D. 
Box 433 Very Rev. Mscr. WiLitiAM T. MacEE 
Janesville, Minnesota 
St. Cloud 
Joun B. Beuninc, M.D. Rev. Patrick RILEY 
816 So. Germaine St. 
MISSOURI 
Kansas City 
TrimotHy S. Bourke, M.D. REVEREND NorMAN ROTERT 
4535 Rockhill Terrace 
St. Louis 
James P. Murpny, M.D. Rr. Rev. Mscr. C. B. Faris 
634 No. Grand Blvd. 
MONTANA 
Great Falls 
Tuomas C. Power, M.D. REVEREND JOHN MICHELOTTI 
Barber Lydiard Bldg. 
NEBRASKA 
Omaha 
Epwarp J. Smitu, M.D. REVEREND JAMES QUINN, S.J. 


307 So. Happy Hollow Blvd. 
NEW HAMPSHIRE 
Manchester 
JosepH M. McCartuy, M.D. Rey. JAmMEs J. MARKHAM 
21 So. State St. 
Concord, New Hampshire 
NEW JERSEY 
Diocese of Newark 
Donat p J. Kissincer, M.D. Rev. JosEPH P. LAING 
741 Teaneck Road , (Bergen County) 
Teaneck, New Jersey 
James F, FLanacan, M.D. Rev. ArTHuR N. HEmBoLp 
306 High St. (Essex County) 
Newark, New Jersey 
VINCENT P. Butter, M.D. Rev. E. D. HENNESSEY 
33 Bentley Ave. 
Jersey City, New Jersey (Hudson County) 
Paut J. Kreutz, M.D. Rev. Harroitp A. Murray 
360 Union Ave. . (Union County) 
Elizabeth, New Jersey 


Diocese of Trenton 


Howarp E. Toprey, M.D. REVEREND JOSEPH R, HuGHEs, 
6 Oak Lane Diocesan Coordinator 
JoHN ALBERT SmitH, M.D. REVEREND JOHN J. REILLY 
106 Main St. 
South River, New Jersey 
NEW YORK 

Albany 
Danie F. O’Keere, M.D. Rev. Epwarp L. O'MALLEY 
153 Bay St. 
Glens Falls, New York 

Bronx ; 
AnrtuHony J. Attiert, M.D. Rev. Icnatius W. Cox, S.J. 


2438 Morris Ave. 
New York 68, New York 
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Brooklyn 
DanicL J. SuLiivan, M.D. 
225 Ostet 


Buffalo 
GeorcE F. O’Grapy, M.D. 
2773 Main St. 


Elmira 
James A. Mark, M.D. 
371 W. Church St. 


Rockville Centre 
MicHaeLt M. Aspene, M.D. 
281 Jerusalem Ave. 
Hicksville, New York 


New York 
James T. Daniets, M.D. 
642 Park Avenue 


Ogdensburg 
Joun N. Haygs, M.D. 
19 Academy St. 
Saranac Lake, New York 


Queens County 
ArTHuR Kiaum, M.D. 
7119 Kessel St. 
Forest Hills, New York 
Staten Island 


JosepH Swot!, M.D. 
278 Heberton Ave. 


Utica 


Antuony G. Cuanatry, M.D. 


2000 Sunset Ave. 


Westchester 
ArtHur J. Mannix, M.D. 
650 Main St. 
New Rochelle, N. Y. 


OHIO 
Cincinnati 
Cwartes S. Brasz, M.D. 
600 Union Central Bldg. 
Cleveland 


MELVIN F. Yerp, M.D. 
7431 Detroit Ave. 


Columbus 
Puitie C. Ronp, M.D. 
1500 W. 3rd Ave. 
Dayton 
Gerarp A. WEIGEL, M.D. 
300 Fidelity Bldg. 
Steubenville 
Raymonp M. Cacnina, M.D. 
909 3rd St. 
Brilliant, Ohio 
Toledo 
Cuarves S. Wout, M.D. 
Scottwood Medical Center 
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Rev. JAMES H. FITZPATRICK 


Rev. MicHAEL SEKELSKY 


Rev. Pump E. McGHan 


Rev. THomas McGLapg 


VeERY REVEREND PATRICK J. FRAWLEY 


Rt. Rev. Mscr. WiLuiaM J. Arcy 


Rev. JAMes H. Firzpatrick 


Rev. JosEPH T. RIORDAN 


Rev. GERALD REINMANN, O.F.M. Conv. 


Very Rev. JOHN GOoDWINE 


Very Rev. Mser. JoHN C. STAUNTON 


Rr. REVEREND FRANCIS CARNEY 


REVEREND Hucu J. Murpeny 


REVEREND NICHOLAS LOHKAMP, O.F.M. 


REVEREND Crair DINGER 


Rt. Rev. Ropert A. MAHER 


LINACRE QUARTERLY 


Youngstown 
D. Epwarp Picuette, M.D. 
1005 Belmont Ave., Room 22 


OKLAHOMA 
Oklahoma City 


Irwin Brown, M.D. 
224 Pasteur Bldg. 


OREGON 
Eugene 
Georce TEER, M.D. 


Eugene Hospital and Clinic 
1162 Willamette 


Portland 
Josepu T. Hart, M.D. 
6201 S. W. Capitol Highway 


PENNSYLVANIA 
Philadelphia 
(St. Rene Goupil Guild) 
Joun S. Hickey, M.D. 
3358 Disston St. 
(St. Francis of Assisi Guild) 
Gino G. Papora, M.D. 
7 Englewood Road 
Upper Darby, Pa. 
Pittsburgh 
CuHaries L. Scumrrt, M.D. 
3700 Fifth Ave. 


SOUTH DAKOTA 
Sioux Falls 


Wituiam E. Donanoeg, M.D. 


1600 S. Western 


TENNESSEE 
Knoxville 
Gino F. Zanouu, M.D. 
National Laboratory 
Oak Ridge, Tennessee 
Memphis 
JosEPH C. Orman, M.D. 
1118 Madison Ave. 
Nashville 
Eric BELL, Jr. M.D. 
1903 Hayes Street 


TEXAS ~ 

Austin 
AurFreD J. Ketty, M.D. 
509 W. 18th St. 

Dallas 
Louis C. Jounston, M.D. 
3121 Bryan St. 

El Paso 
CuHarves E. Wess, M.D. 
1501 Arizona 

Fort Worth 
Harry Womack, M.D. 
1520 Thomas Place 
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Rey. JosEpH Lucas 


Rr. Rev. Mscr. Girpert HarDEsty 


Very Rey. Epmunp J. MurNaNE 


Rev. Lupovic J. DErourn 


Rev. LAurENCE MAHER 


Rev. NELSON J. Curran 


Very Rey. Mser. JosePH G. FINDLAN 


Rev. JAMES JOYCE 


Rev. Leo C. BALDINGER 


REVEREND COLMAN BorGArD, O.F.M. 


Rey. JAMES D. NIEDERGESES 


Rev. RicHarp E. McCase 


Rev. LAWRENCE DE FALCO 


Rr. Rev. Mscr. Hucu G. Quinn 


Very Rey. Vicror B. BREZIK 
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Houston 
James M. Kegcan, M.D. 
1004 Medical Towers 


San Antonio 
Epwin L. Mutter, Sr., M.D. 
1616 San Pedro Ave. 
San Antonio, Texas 


VERMONT 
Burlington 
Maurice J. Watsu, M.D. 
216 So. Union St. 


VIRGINIA 
Arlington 
RicHarp Mutvaney, M.D. 
5801 Van Fleet Drive 
McLean, Virginia 


Richmond 
JosepH T. Byrne, M.D. 
Seaboard Building 
3600 W. Broad St. 


WASHINGTON 


Tacoma 
James E. McNertuney, M.D. 
Tacoma Medical Center, Bldg. 22 


WISCONSIN 
La Crosse 
Patrick J. Murpny, D.D.S. 
210 Linker Bldg. 


Milwaukee 


LAwreENcE W. Harcarten, M.D. 


625 No. Milwaukee St. 


WYOMING 
North-Central Wyoming (Sheridan) 
Joun A. Knee, M.D. 
171 No. Wyoming Ave. 
Buffalo, Wyoming 


PUERTO RICO 
Santurce 


SALVADOR Busquets, M.D. 
659 Abolicion 

URB. Baldrich 

Hato Rey, Puerto Rico 


CANADA 
British Columbia 
(Vancouver) 
J. BerNarD Cosretto, M.D, 
745 W. Broadway 
Manitoba ( Winnipeg) 
Jean M. Huor, M.D. 
631 Langevin 
St. Boniface 


Verv Rey. Victor B. BrEziIK 


Rev. THOMAS FRENCH 


REVEREND JOSEPH LAGORE 


REVEREND THOMAs J. CassiDy 


Rev. Ernest L. UNTERKOEFLER 


Rev. CHARLES E. KELLy 


Rev. JAMES McDonaLp 


Rev. Francis J. BIsENIUS 


Rev. Puitip Coiiraro 


REVEREND RENE Leon, S.J. 


Rev. J. A. Leany, S.J. 


Rev. Paut L. Gorieu, O.M.I. 


_ The Guilds of San Jose, California and Memphis, Tennessee have been added 
since the last printing of our journal, They are most welcome to membership in the 


National Federation. 
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Fran 


